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S-T-I-P-U-L-A-T-I-O-N 


it is stipulated by and between the parties 


that the 



ition of 


i.d. is 


being tak€tl,ih accordance to the Alabama Rules of civil 
Procedure iwjNoti ce. 


Sections, except as to the form of the 
question,f&re reserved until such time as the deposition 
or any pa|iJJiereof is sought to be introduced into 
evidence.^Aftl formalities, excluding reading and 
signing of the deposition by the deponent, are waived. 
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MR. ESOALE: ARTHUR M. MARTIN, M.D. 

Having been first duly sworn was examined: 

DIRECT EXAMINATION 

BY MR. ESDALE: 

Q. would you state your name,please t sir. 

Arthur M. Martin, Jr. 

And what is your occupation? 

a physician. 

Ap®what specialty? 
lology. 

f^now, I noticed, Dr. Martin, you brought a 
today? 
s, sir. 

that is sitting in front of you? 
is correct. 

right. If you could, let's go through 
Jned in that file, 
want me just to — 

Just flip through it and — 

Just identify page by page? 

Please, sir. 

Several attorney business cards. A list of 
three articles that subsequently will be identified one 
by one. My time sheet for time spent on this case. 

Q. Let me stop you real quick. 
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Yes, sir. 


Q. On the time sheet, how much time have you 
spent in this case? 


A. About 12 hours. 


Q. Now, are your rates still $250 am hour? 

A. That is correct. 

Q. And that is for anything done in the case? 

A. time spent of whatever nature. 

Q. JTtySfy, Go ahead. I am sorry to interrupt you. 

I thought^JeJhould cover that now as opposed to later. 

A. Wpfiit is okay, contract for this room for the 
purpose ojBjjje deposition, contract with Holiday inn. A 
shdf^cindi^itten listing by me of the various medical 
records tjpyjvere provided to me by the Defendants' 
attorneys^ ;i Tt does not include all of them, but it 


records 


attorneys,, 


lists pe 


records 



the first 19 of the various medical 


notes that were taken from the 


particulaMu@4lical records as they relate to this case. 

Notes made by me on January the 24th, 
when Mr. stuhan and Mr. Duncan met with me and 
^introduced me to this case, and that is followed by 
notes that I wrote after I had looked at the slides, 


both the slides — the pathology slides of the biopsy 
material and the pathology slides from the resection of 
the left upper lobe of the lung. 
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Then there is a listing provided to me by 

Defendants' attorneys, which is the medical records 
index of Richard seaborn, which I just referred to that 
i had previously made a shorthand written listing from 
this particular list. 

Then following that, clipped together, 

are portions of the medical record that came from 

bv 

Universitpl^ Alabama at Birmingham that deal with 
Mr. Seabofn^si hospitalization for the left upper 
lobectomy^ and they include the discharge sumnary, the 
operation note, the pathology report for the operative 


Procedure 


under th< 


records cTTp|kd together or portions of medical records 
clipped together that relate to the original biopsy, and 
the firstM^% short stay surinary. 

The second is the report of the chest 
x-ray and CT of the chest. 

The third — well, that is a 

continuation. 

The third is the report of the flexible 
bronchoscopy procedure. 

The next is the pathology report of the 


Those are the only documents contained 


Then following that are the medical 
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transbronchial biopsy material, and the final is a 
cytology report of bronchial fluid washings. 

Those are all clipped together under one 

clip. 

Following that is the expert witness 
statement prepared for me, Arthur M. Martin, M.D., 
prepared by Defendants' attorneys based on the 


informath 


articles ^||t s Jwere previously referred to that I had 
asked Defqndiiks' attorneys to make copies of. And each 
lof these arlnfeles. the senior author is Oscar Auerbach, 
O-sCk-RH^U-E-R-B-A-C-H. And the first of these is 
a — I car^unemember the date— 1981 article entitled 


rypsfgave them. 

Then following that are the three 


asked Def 


Pathogenes|#%f Lung cancer. 




Scar cana 


The second one is a 1979 article entitled 
The Lung. 

And the third is a 1991 article entitled 


The Changing Pattern of Lung carcinoma. 

Then following that is an e-mail from me 
& %o Mr. Duncan requesting him to bring copies of these 

22 three articles. 

23 And then clipped together is my original 

24 e-mail to him referable to this case which gave him map 

25 directions to my house. 
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Q. what was the date of that e-mail? 

A. Date of that e-mail was January 18th, 2000. 

Q. All right. Now, one of the documents you 
referred to in your file was a listing of medical 
records index that was prepared by the attorneys for 
r.j. Reynolds; is that correct? 

A. correct. 

Q. ■ Did;you receive all of those medical records 
in addition,^ the index or just the index? 

a. 5o!ll ar as I know, I only looked at the first 
me through the operation at university of 
Tpgham that are — They did not number them, 


19, which 
Alabama B 

i 

I d 



additiona 



And there are two and a half pages of 
>tings dealing with National Guard records, 
individual doctors’s records, but I had all of that from 
previous hospital records. 

I had the information I was looking for: 
Clinic records, national personnel records, radiology 
reports. I already had billing records and so forth. 

Q. The — 

A. i just did not review all of them. 
q. All right. And that is what I am trying to 
find out. is there a list in there— And it might be on 
the handwritten list that you made on the 19 items— But 
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is there a list in there of the specific medical records 

that you reviewed in preparing for your deposition or to 
render opinions in this case? 

a. Yes, sir. That would be a handwritten list 
clipped together that has a — it has 19 items. 

Eighteen is not filled in, so there is nothing written 

there, but I mean it is the first 19 that I came to. 

H. 

Q. ■ Jpi^y. Did those coincide with the first 19 
that arero^p|he index also? Just so I can understand 
that. ££ 

A. P#i§. I reproduced the same number opposite 
the — tlaf'was on my handwritten list. I reproduced 
th|5Ptiumbi|^Qn to the printed list that I had been 
provided 

Q. p|Ay. 

A. pSojthey correspond. 

Q. J2||, sir. 

me make sure I have got them all. 

All right. Dr. Martin, we were discussin— 

You say those do correspond with one another? 

A. Yes, sir. The handwritten ~ The numbers that 
I generated on the handwritten list had been reproduced 
by me on to the typed medical records index. 

Q. All right. 

A. so they correspond. 


A. 

Q. 
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I n my * 


understand!*ng or clear In it, did you — are you relying 
on all the records you reviewed, those 19 or-- 

A. no, some of them — I am not relying on them 
for testimony because some of them have no bearing on 
the — on the disease under question — in question. 

For example, the very first listing here 
from BaptpsiiMedical Center, Number 1, deals with a 
deviated iSepfum in 1974. I just had to identify what 
does it dealJvith. 


So what X was looking for— and then 


there, wa 




her one that dealt with a cervical 



d another^one that dealt with a rotator cuff 




fnjury tcyat^houlv': - r v - 

what X was ^looking for were the — the 
presence of pfevious x-rays and the presence of when — 
when and were the biopsies done and, you know, 

looking fiP^ftiose documents referable to that, and then 
where and where was the operation done and looking for 
the parts of the medical record that I have already 
1 listed for you. 

Q. All right. And that is what I was getting at. 


Let me see if we can do this. 


A. Other records,*I just simply scanned through 
to see that they were not what I was looking for. 


|ittp://legacyJibrary.ucsf.e(fii(^^d|t)tpEEQ(3iipyislfv.industrydocuments.ucsf.edu/docs/fjhl0001 




' -...w- .. ... 

■ - v v •• f . - 



2 

3 

4 

5 i 

f 

T; 




n 


W 



22 

23 

24 

25 


these things in broad categories. I am not trying to 
misstate your testimony, if I do, I am sure you will 
correct me, but did I understand you to say that 
basically all of the records that occurred 
chronologically after the — Mr. Seaborn's surgery, his 
lobectomy in 96, were things that you did not consider? 

A. 

Q. 

A. 

saying i 
that dealt 



Ti 



that is not accurate. 

is not absolutely correct, what I am 
looking specifically for the records 
h the biopsy, the original biopsy, and 
g f6r ; the records that dealt with the lobectomy 

W .... . ..... 

any fttae^ous records that^may have referred to 
x-rays o%iffj chest or anything — any other study that 
might haye been done that could have a bearing on chest 

p atholo 9vfc^ ; "* r 

Q. M*Sht. I understand that, what I am getting 
at, though, is — 

A. Right. But then there were several records 
that dealt with follow-up, to see what follow-up 
x-rays — I guess there is— The last one was Flowers 
Hospital in November — Flowers Hospital in November of 
99, but it was just what were the follow-up visits that 
Mr. seaborn had referable to his postoperative 
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L' 7 . 



Q. All right. Let me do it this way: And we 
will cover— I think it will probably be quicker if we 
cover records that have been generated since his 
lobectomy, but if you could, is there any way from your 
notes or the index that you could tell me what medical 
records that you reviewed subsequent to his lobectomy 
that form a basis of your opinions or that you are 


that for 
relying 



for my op 
is the —| 
ofWJeas 



p, I don’t think any of them form a basis 
h past the point of lobectomy because that 
!t establishes the diagnosis and the extent 



The records ; ^ast-that point have only 
indicatec wfe persistence of scarring, ;the x-ray 
reports, fPie^persistence of scarring of the left lung 
field, oa yEtJof which is due to the lobectomy, part of 
which is PiMco the postoperative radiation changes, at 
least according to the reports, and part of which is due 
.to the previous underlying interstitial scarring, and 
i the repeated references to the calcified granuloma of 
the right mid lung field. That is the only thing that 
really showed up in — in the records following the 
lobectomy. And all that did was show me that there has 
been no apparent progression of disease. 
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You mentioned three types of scarring; is 

that correct? 

A. The scarring of calcified granuloma, a chest 
x-ray from south Miami Hospital in duly t>f 99 that 
states, postoperative and possibly post radiation 
scarring in the left upper lung field, and also 
reference&ii#rin the calcified granuloma of the right 
lung fielpli 
Q. 

x-rays or 
lot 

lufiEOcar 
the surg^p§@f 
■ a. that I recal 1, i ■ 

Q. ^oTcay. Now, you mentioned the scarring of a 
cal ci fi ec|2ranulomar7Am I sayi ng that ri ght? 

A. Mrtt’s right. 

Q. And that was on some of the x-ray reports, I 
assume, that you reviewed subsequent to the lobectomy? 

A. well, even direct x-ray reports prior to the 
lobectomy. The first available x-ray report, I think, 
is 1991. And in that — and that was at the time he was 
seen in the Hughston Clinic for tear of the right 
rotator cuff of the shoulder, and the x-ray report at 


let me ask you specifically about any 
y reports that you have reviewed since the 
e there any in which there is identified 
in the left 1ung that is not related to 

radiation :treaWeht?'%4i^ • H • 
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d mild 

interstitial lung markings felt to be chronic in nature 
and was the first reference to probable calcified 
granulomas in right lung field noted. 

Q. Anywhere is there any reference to, based upon 
your review of the x-ray reports, any type of 
interstitial lung markings or granuloma in the left 
lung? 

A. The references to interstitial lung markings 
were genejpl^ed changes, they were not distinguished 


from le 
the.x-ra 1 

gr< 

"" S5NSi« 

Q. 

showing 

A. 

Q. 




ight. The only reference to granuloma on 
rt was identification of a calcified 
regent in the right mid lung field. 

" ' that^is the same one%ssUme, is still 


Rigjht. it has not gone away. 

is a calcified granuloma the same thing 


as a scarp®! ■ 

A. The granuloma is the scar, whether they 
calcify or not is based on other things, some calcify 
and others do not. The ones apparent readily on x-ray 
are the calcified granulomas because they would produce 
a radiopaque density. The non-calcified granulomas 
would not be seen on the x-ray. 

Q. okay. 
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it- one oatci-fTed gmniil oma, 


you can presume the existence of others that are not 
calcified. 

Q. okay, now, is a granuloma then the same thing 
as scar tissue? 

A. Yes, sir. It is simply a specialized form of 
scar tissue. 

Q. Jjptf right. Now, have we identified the 
records tftat you reviewed subsequent to the lobectomy? 

A. \jrhg^ are identified on this list; yes, sir. 

Q. Mirtthe list you are speaking of is the 
handwri ttjpTT| st of 19? 

--"A. 0%es, sir. And by reviewing, it may have been 
nothi ng npcejfhan >a thunib-through scan, because i n some 
I just dijj^ find anything that I would wish to stop on 
and look teT) 

q. now, let's go to the ones that you 

reviewed to and including the lobectomy. 

a. (witness nods head affirmatively.) 

Q. And if you could, either way you want to do 
I it, you can tell me which ones out of that list of 19 
were not important to you in any way so we can eliminate 

them or you can tell me the ones that you reviewed and 
are using to form a basis for your opinions, which ever 
way you would prefer to do it. But tell me which way 


nothing ni 
I just di 


reviewed 
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you are going to go before we start so I will understand 
what you are doing. 

NR. stuhan: I will object to the question to 


the extent that it assumes that Dr. Martin can make 
those kind of determinations solely on the basis of 
these handwritten notes. If he thinks that he can, 
>f course, free to answer. But what my 
goes to is the assumption that seems to 
built into that question. 

WITNESS: Now, with two lawyers talking, I 
ised. 

STUHAN: would you like to have the 
reread? 

WITNESS: Yes. 

Basically, Doctor, what I am just trying to do 
Torn you out of the medical records you 
specifically, the time period prior to the 
lobectomy and including the lobectomy, out of all the 
records you reviewed, which ones you actually looked at 
and are relying on or using to form the basis of your 
opinions. 



22 

23 

24 

25 


A. okay, it would be parts of the record 
contained in the fol1 owing references: 

Q. Okay. 

A. The first would be Item Number 6, and I have 
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to look to see where that is from, Columbia Hughston 
Sports Medicine Hospital, and that was on the occasion 
of the repair of the rotator cuff in April of 1991. And 
the item of interest to me in that particular record was 
the report of the chest x-ray that we — i have 
previously referred to. 

The next one would be item Number 8, 
which isgjLpiversity of Alabama Birmingham Hospital 
outpatient visits of June and July, 1996. And of 
specific "interest there was the reference on July 23rd 

liTT 

visit stating; Diagnosis: non-small cell carcinoma left 
lolflby chest x-ray and biopsy. 

Follow-up is; bone scan, negative. 

The next one would be Item Number 9, 
which isJfnp Flowers Hospital, an outpatient visit of 
July 9 tliipgh November 7, 1996, and it refers to the 
chest x-lif^hat identified the mass in the left upper 
lobe of the lung bronchoscopy report, the pathology 
report of the biopsy from the transbronchial biopsy. 

And then there is a Number 10, just a 
passing interest, the Kirk!in clinic which was the first 
visit with Dr. Cerfolio, which was ultimately the 
surgeon who did the lobectomy. 

Then item Number 11 is the admission, the 
documents from the admission at the university of 
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July 31, which deals with the lobectomy. 

You said through the lobectomy 1 ? 

Yes, sir- 

okay. : ■ ■• •V.-i:-'.- 

Just to make sure, is that it, then? 

Those are the only medical records that i 
re is one out of order. Number 19. 



Q. 

A. 

Q. 

A. 

reviewed. 

Q. roj^. What is that? 

A. 5fii is an office visit with a Dr. Kenneth 
Yohn, Y-0 , which showed a chest x-ray in August of 

1993 wi th report stating; smal1 healed calcified 

iht mid chest.-Lung "field is clear, 
y 5orr She ^1 i st i t vi s' Number 19, but it 
:he time frame of 1991 to 1996. 

And, again, that is the — a report 
at same calcified granuloma in the right 

it made reference to it, yes. 

Just so I am clear, and I might have missed 
one, are there any — did you say the Hughston Sports 
Clinic chest x-ray was taken when, was that 91? 
a, Ttiat was 1991. 

Q. is that the earliest time period that you are 
aware of in which there are any medical records — 
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■' nk 

ls^jne eariwsicpnewnai:^! si ' 

Q. Okay. 

A. Now, whether there are some lurking in the 
National Guard medical records, they were very difficult 
to read, the photocopies were often times illegible, and 
I did not think the yield was going to be worth the 
effort to try to review them. But if he was in the Army 
ard, I’ll betcha he had prior x-rays, 

right, well, I don't know how to go about 
le. I will just call it Exhibit 1 and 
jrt|c|>pies — Oust for the record, Rick, it is 
lerst&nding you will make copies of the entire file 
iem to os. ^. ■ -'.‘r :'■> = : •:■■■■■ 

stuhan: I will do that and make sure that 
you get one and I will make sure the reporter gets 
one»yBfeh-She can then attach to the transcript of 
the defection. 

MR. esdale: Should we put an exhibit on the 
very front of the folder so we will know that it is 
Exhibit 1, or how do you want to do it? 

MR. STUHAN: That will be fine. 

the witness; The folder does not show much. 

MR. ESDALE: Right. The folder does not show 
much and it will be just be like a cover page, if 
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at the top like that. Okay. 

(WHEREUPON, Exhibit 1 and 2 was marked to the 

testimony of the witness.) 

BY MR. ESDALE: 

Q. Okay. Now, Dr. Martin, let me show you what I 
have marked as Exhibit 2 , which is your cv that was 
attached jt^^>ur expert disclosure, is that current? 

A. ftjoj^sir. The obvious changes that I see right 
off is si fee l am now actively retired, then there 
should be|«&nclusion to my term as Chairman of 

COntnittee at Rush Hospital, so 1999 — My 
effective December 31st of 1999, so any 
appointments would be terminated on that - 



The only other change is I voluntarily 
became in SSriy e in reference to my North Carolina 
license, the North Carolina Board of Medical 

Examiners made available to the physicians with North 
Carolina license which do not practice in North 
Carolina, and I resigned my Alabama medical license. I 
still have a active medical license in Mississippi. 

Q. All right. The North Carolina license, did 
you — 

A. i just became inactive so I would not have to 
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Q. was that at the time you retired? 

a. no, that was several years ago. 

Q. Okay. Do you know approximately when? 

A. I think they made it avaiTable for the first 
time two years — one to two years ago. 

Q. okay. 

A. It would have been 1998/1999, one of the 



two. 





Then regarding your Alabama license? 
ist simply chose not to renew it. 
that was in vtfiat year? 

he end of 1999. 


Q. 

A. 

Q. 

m. 

m 

Q. 

A. 

Q. hAt the time you retired? 


A. 

Q. 

A. 



? eSj sir. • v-f ? v 

how are you employed at this time? 

I am retired. 

Q. okay. 

A. Acti vel y reti red. 

Q. All right. I just want to make sure we are 
clear on that, so when you actively retired from Rush 
Hospital — 

A. I have no employer. 


http://legacyJibrary.ucsf.ecB«^<^(jt(lfi!aaCWpy(slW.industrydocuments. ucsf.edu/docs/fjhl0001 




■Qk •: 

S'"" ■ 



2 

3 

4 

r s\ 




n 


22 

23 

24 

25 


- -r^ Mtmmmww* ^ 

; if any,' Are you 

doing now? 

A. Yard work and things — goffer, no, the only 

... ,,>v- ; , ' 

thing of a professional nature that I am doing is 
providing consultations on request to 1awyers, whether 
they be related to medical malpractice issues or, in 
this instance, tobacco litigation issues. 

Q. other than medical malpractice and 

tobacco Ifitigation issues, have you consulted in any 
other typg^c^es in the last five years? 

A. Miff sir. 

Q. f@at about the last ten years? 



, sir. 

-i 


/er? % 


w; . 

a. that I can recal 1. 

Q. h ATh right. 

A. j^^y have consulted with an attorney but it 
was an unpfliifcial consultation dealing with a vehicular 
accident that would be unrelated to medical, legal, or 
tobacco 1itigation. 

Q. Okay. 

A. But that was just a ... 

Q. okay. Now, are you currently involved or 
currently consulting with anyone regarding medical 
malpractice cases? 
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2 | Q. How many of those? 

3 I a. well, some of them are just one time 

4 look-at-the-slides. others are ongoing, awaiting 
5% deposition or approaching trial. it is hard to say how 

many at the present time because some from years gone by 
still are ~ have never been concluded that I am aware 
of. 

roj^ 

actively at the moment would be probably 
malpractice, two tobacco litigations. I 
e rest of them have been concluded or I have 
at slides on a passing, you know, 
asi sbut *1 don 1 1 have fi 1 es. 

i . 

right. Have you ever had to prepare a 
four yeaH caS» list for testimony in federal court? 


. s. District Court in Louisiana, Baton 


A. 

Rouge. 

Q. Is that something you still — 

A. And I believe — I don't — I don't recall 
whether the Horton case was a federal — I think 

22 | nudge — I don't know whether nudge Biggers is a state 

23 I judge or federal judge. He is a federal judge, so it 

24 would have been a federal case. 

25 Q. Horton versus? 
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A. 

Q. 

trials? 


Horton"versus 





Jmorfi 

^rvwoaEoo - c 

CTnpany. 




And you did prepare your case list for those 




JJgP 


A. 

Q. 

the last 

A. 


A. For that trial; yes, sir. 

Q. when was that? = 

A. 1990, as I recall. 

Q. 1990? 

a. ;, : Yes : i sir. 

Q. f'Havi you prepared — have you prepared one in 
ast l^sOr three years? 

A. ffllP trial? 

Q. or just for any purposes. 

j§. fjfcam sorry, I am lost in the question. 


Q. giSpl restate it. Have you prepared or do 
you have al^r year case list v^nich lists the cases in 
which yougjiave testified by deposition or in trial? 

A. NWin't have a specific list prepared, but my 
recollection is that within the last four, maybe — 
yeah, within the last four years I've given 
depositions— medical/legal was Grochau. I forget the 
name of the Plaintiff. Carney was tobacco litigation. 
Actin, tobacco litigation. I am awaiting deposition that 
I haven't given yet in a medical malpractice case which 
is Allen versus Tobarren, but there is no deposition 
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yet 


Q. All right. Let me do this: Let me just try 
to separate out the med mat. Let's just talk about 
tobacco litigation, and it was my understanding -- well, 
let me just ask it this way: 

How many tobacco cases have you done work 


K. 


in? 

A. 

Q. 

testified^ 

A. 


n. 


do you mean "done work in?" 

, how many tobacco cases have you 
either by deposition or at trial? 

.ve testified in two and given depositions 
in an additional — wait a minute. I have given 
dep||j|tio^or.testified in five tobacco litigations and 
have gi ven - lieposi ti oris-t>rjtesti fied i n itwd * medi cal /I egal 
to the best %f my recollection at this moment. 

Q. ' A1T%right. When you said "testified in," are 
you talkiSiIabout by either deposition or trial as far 
as tobaccpiia$es go five cases? 
a. as best I recall. 

Q. now, of those five, am I correct in 
understanding that two of those involved trial 
testimony? 

a. That's correct. 

Q. So there were three cases in which you 
testified? 
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in¬ 
sure X am 

remembering all of them, but three or four. 

Q. Okay. In which you testified by deposition 
but did not testify in trial? 

A. Some have not come to trial. The others went 
to trial, but I did not testify. 

Q. And just so I am clear, let's separate out. 
You have testified in trial two times, is that correct, 
in tobacaxjesses? 

A. 'Iln'tobacco cases. 

those cases were? 

:on versus American Tobacco Company and 

is.-- 

are you saying that? 

*rt, C-O-V-E-R-T. • 

the Horton case was in Mississippi? 

'ect. ' 

that was in federal court? 


Q. 

A. 



Q. 

A. 

Q. 

A. 

< 5 . 

A. Yes. 

Q. And that was in approximately 19? 

A. That was 1990. 

Q. And then the covert case was in what 

jurisdiction? 

a. Louisiana. 

Q. And what year? 


://legacyJibrary.ucsf.e(fii(^<^(i(lfi!aaCWpffll<v.industrydocuments. ucsf.edu/docs/fjhl0001 


52299 0687 





1 1 

2 

3 

4 


51 



Issss" ^ 

7 


1W 


11 


22 

23 

24 

25 




MR. STUHAN: Can I stop you just for one 
minute here, and I don't want to interfere with 
your deposition and I don't want there to be any 
confusion about the Horton case, we have got a 
suggestion from our court reporter that the judge 
Dr. Martin identified was a federal judge and may 
be natebut I am pretty sure that the Horton case 
court case and not a federal court case 
don't want to mislead you about that. 

PIesdale: That is fine, and I appreciate the 
tjon. 

, in addition to the Covert case and the 
t is .your best recol 1 ection that you have 
d maybe four additional depositions or 
depositions in three or four other cases? 

A. Sloave a deposition in Gil boy. 

Q. M^l-b-o-y? 

A. Correct. Deposition in Carney, deposition in 
Actin. Those three were tobacco litigation. And 
deposition in Grochau, G-R-O-c-H-A-U, which is medical 
malpractice. 

Q. okay, so as far as tobacco, though, the best 
you recall sitting here today is Gilboy, Carney, and 
Actin? 


Horton 
given th 
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Q. Now, when, to the best of your recollection, 
did you give a deposition in camey? 

A. shortly before it went to trial, whenever that 
was. I just don't recall. I have not reviewed this, so 
I don't know. 


I understand, but help me because i don't know 


n the last four years, 
ri ght. is i t you r recol1ection that it 
ely four years ago? 

just don't have a recollection beyond that, 
ecent. 

ou recall the style of-.that case, Carney 
it American Tobacco company? 


It®n nc 

Q. 

versus — 

A. was a -- it was a combined case in that 
multiple itiffs were joined together into one case. 
Q. mmre was it set? 
a. Memphis, Tennessee. 

Q. And did your testimony in that case involve 
one or several of the plaintiffs? 

A. Carney was the — was the only Plaintiff. 

Q. In which your testimony — 

a. of five, that's correct. 

Q. Okay, now, do you have copies of any of these 
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depositions in your office? 

A. I think so. 

Q. do you have copies of all of them? 

A. I think so. 

Q. would that be something you could have copies 
made of and furnished to your attorneys? 

STUHAN: well, I will object to that 
re to the extent that it is directed to Dr. 

I think it is our responsibility as counsel 
lolds to determine what we can and need to 
sr, and I am certainly willing to talk to 
it an exchange of deposition transcripts 
or cases, but there is going to have to be 
:ity if we are going to do that. 
esdale: 

tin, my question, if it is not any trouble 
iding on — 

A. i don't have that photocopy capability. I 
would have to search for them because I cannot readily 
say where they are at the moment. 

Q. Okay. 

A. I know I have them because I have proofread 

them and kept a copy. 

Q. when is the last time that you have reviewed 
any of those depositions? 



—..... 
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A. well, the last one that I reviewed was the 
Actin deposition that you — that you took, whenever 
that was the last one I looked at. I have not looked at 
Carney since — since it was — since I gave it. 

Q. Well, just in a nutshell, did you review any 
of the depositions? 



a. or to this case, no. 

Q. pri|ht f or — 

a. AUdid not — I did not review those 
tn preparation for this deposition. 
xy. now, in addition to the cases we have 
>sjng that you were deposed or gave trial 
possibly both of some, have you consulted 
companies or attorneys representing tobacco 
companies onjother occasions? 

STUHAN: I am going to object to that 
queiftTOi to the extent that it calls for Dr. Martin 
to identify the names of or any details concerning 
cases in which he worked with counsel for tobacco 
companies solely in a consulting capacity, and by 
that I mean in a non-testifying role. I won't 
object to him answering questions about how many 
cases he has worked with tobacco attorneys, if he 
has any recollection of that, but I do object to 
any questioning about the names or details 
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as a non-testifying consultant, and I instruct the 
witness not to disclose the names or any 
information concerning consulting cases in response 
to your question. He is otherwise free to answer. 

THE witness: To the best of my recollection 
all tolled, I have had at least a passing visit or 


is-.- 


one 

cast 





inclusivi 


e exposure to about 14 tobacco litigation 
"Ht may have been nothing more than a one 
t: "Dr. Martin, would you look at these 
and then I never heard any more about the 

ifld that be — I am sorry, would that be 
he five we have discussed? 
sir. 


Q. HScTsibout 9 additional consultations outside of 
these cas£$.,we have already discussed? 

A. or take. 

Q. Going back to your cv, Exhibit 2 there, what 
is the last date of any publication that you have 
authored or coauthored? 

A. it would have been— The last was 1970. 

Q. And just so i am clear, that would be as far 
as any publications you have authored or coauthored, 
there is nothing in existence other than what is listed 
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A. Not that I am aware of. I will have to amend 
that. There was— And X don't remember any of the 
details of it except for the fact that there was a 
clinical case that another hospital wanted to report and 
since I had done the original pathology on it, they 
wanted to include my name, but I don't have any 

iij. 

recol1ectipn fr record of that particular report, but it 
doesn't hfivfC^nything to do with my cv. 

Q. right. now, when were you first contacted 


this case? 
n|ary of 2000. 

1 right, would that have been the e-mail or 
fgie the e-mail of January the 18th was ? 


around the, time the e-mail of January the 18th was ? 
gene rated||#^ 

A. as a telephone call from Mr. Duncan on 

January ljjEy 

Q. ^S^what information or what were you told 
during that phone call? 

A. I was asked if he could come and meet with me 
I about a case. 

Q. Now, Mr. Duncan, who is your — what is your 
understanding of who Mr. Duncan works for? 

A. Mr. Duncan works for shook, Hardy & Bacon law 
firm in Kansas City, Missouri. 
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than what you just described bn the 14th? 

A. I don’t know unless I — unless I talked about 
preparing a map to show him how to get to iry house since 
that there is where my office is now, but there was no 
discussion about the nature of the case. 


conversatj 


with both 

£ 

Jones, Daj 


Q. Then, when was the next time you had any 
rsation or meetings with anyone in this case? 

A. fTbe*meeting that I had was on January the 24th 

5jw. ,\a i . 

both Mr„*Duncan and Mr. Stuhan. Mr. Stuhan is with 



present. 


home? 


avis & Pogue of Cleveland, Ohio, 
ne else present? • 

sir. Me. I was the-on! y other one 
right. This meeting occurred at your 




sir. 


Q. rtp^pproximate!y what time? 

A. I don't know. 

Q. If you recall? 

A. I don't recall, it seems like it was sometime 

< 

that morning of January the 24th. 

Q. how long did the meeting last? 
a. um, two hours and 15 minutes. 

Q. um, what information were you given at or 
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A. The only — I was not given any information 
prior to the meeting, but I recall at the meeting I was 
given a lawyer’s summary of the medical record with no 
references to diagnosis but just simply with 
references — well, it is recorded in my notes of that 
meeting as a part of this Exhibit. 

that is the typewritten index? 
sir. That is my handwritten notes of the 
uary the 24th. They told me who the 
where he lived, something about what he 
ng, his past medical history, his smoking 

to save us a little time,: : let me 
and get you to tell me what you were told 
as far as r tho|e items go. 

L—^ in other words, where were you told he 
lived? . ' 

A. I was told he lived in [DELETED] , 

life-long. 

Q. what occupations were you told he held? 

A. in the past, he had farmed, he had been a 
gasoline shop station attendant and part owner, and 
since 1970 he had been a peanut farmer on his second 
wife’s father's farm; that they used fertilizers and 
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IOthing, some aorta* 

applications. 

Q. were you given any other information about his 
work history? 

A. Not that I recall or that I recorded. 

Q. You mentioned you were given some information 
about his smoking history? 

A. ^*went on his medical history and talked 
about kn^^rbblems and shoulder problems and shoulder 
surgery ij^the early 1990’s, increased cholesterol. A 
quote frcim friends that said he smoked all the time. 
Quoj^ perJFniends. with a reference to two packs per 
da|pmes^^ears; that he had a chronic cough that 
some had balled , cigarette -talkingi ; end quote. 

Q. *Okay. what other information were you 
p rovi ded? ^ 

A. ytot in the mid 1960’s, he had some chest 
pain, wasMta&nosed with heart problems, at which time 
the chest x-ray discovered the mass in the left upper 
lobe. 

Q. Now, you said mid 60’s. 

A. That would have been referring to June, Duly 
of 19 — excuse me, mid 1996, correction. Mid 1996. 

Q. okay. 

a. No reference — 


* * ', <■ ■: 
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i am sorry 


a. No reference to 1960. That was a slip. The 
reference is mid 1996. 

Q. All right, okay, what other information? 

A. And foil owing that was — Let's see. That was 
Flowers Hospital in Dothan. And a CT scan recorded as 


suspicious. Bronchoscopy, no interbronchial lesion. 



biopsies and washings obtained. 

-small cell carcinoma, 
fright. Anything additional? 

rest of the -- the last of it referred to 
Alabama Birmingham, UAB, Dr. cerfolio. 
^5x7 centimeters, left upper lobe, 
and subclavian artery. Pealed tumor off 
sected left upper lobe. Radiation therapy, 
ay and fanning again, and that is the end 


right. Let me ask you, was this 
information that is contained in your notes we have just 
been discussing provided to you orally or did you make 
those notes contemporaneously with your review of any 
medical records that were provided to you? 

A.' x did not have any — no medical records were 
provided to me at that point in time. The information 
that i have recorded were my notes made in response to a 
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q. who made that .presentation? 

a. i believe Mr. Stuhan did. 

Q. All right. Now, what other information were 
you provided at that initial consultation? 

A. The slides. 

Okay. 


Q* 

A. The microscopic slides of both the biopsy and 
the resecftedlleft upper lobe and lymph nodes and other 
materialfrenioved in July of 1996. 

'ou have a listing in your file there of 
iich slides you were presented with? 
sir, x do not have — I do not have a 

you make any notes of the slides that you 


ide — after>- I did not make then 
with looking in the microscope, but after 
the attorneys had left, I wrote down— And they took the 
slides with them. So I wrote down from my recollection 
of what i had just seen, the biopsy of the 
transbronchi al material and the — my recollection of 
what i had seen on the material from the left upper lobe 
resection. 

MR. STUHAN: Graham, before you start asking 
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.jggsjyt^ ... 

Him some ques 


I on of trhe 


slides, can we take a five minute break? 

MR. ESDALE: Yes. 

(Brief Recess.) 

MR. ESDALE: 

Q. when we broke, Dr. Martin, you were describing 
some notes that you had made based on you review of the 
his case? 

’s correct. 

just real quick to clear me back up, I 
of; one was a transbronchial material? 
insbronchial biopsy. 

11 right. And the other was from the left 
section? - 
rect. 



upper lo 


>u know how many slides you reviewed? 

A. about four or five that would have been 

from theN^sbronchial biopsies, one of which was 
probably the cytology, and from the left upper lobe 
resection, including all of the lymph nodes and biopsies 
of other areas that were submitted — tissue that was 
submitted from the left upper lobe resection, there must 
have been 18 or 20 slides. 

Q. And did you make any notes, again of the ones 
that we are speaking of, about your observations of 
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A. I made a few notes; yes, sir. 

Q. Could you tell me what those notes say. 

A. For the transbronchial biopsy, the notes I 
made were undifferentiated non-small cell carcinoma, 


r 6 mucicarmine dash four — 


Q. Let me slow you down for a minute. 


Undiffen 


:ed non-small cell — 


noma. 




then go ahead. I am sorry, 
icarmine, M-U-C-I-C-A-R-M-l-N-E. One tumor 
oplasmic mucini 



A. pAad that is the only notes that I made from 
the — fngf jhe original biopsy material. 

Q. was the significance of the one tumor 

cell wit^^^oplasmic mucin? 

A. NWlet me know that at least one cell was 
acting like it could be coming from an adenocarcinoma 
but would not have been definitive all by itself. 

Q. And it lets you know at least one cell could 
have been coming from an adenocarcinoma? 

A. correct. 

Q. All right. Did you see — well, let's go 
ahead and finish up your notes. 


-t V 
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other 


make? 


2 A. The remainder of the notes all came from the 

3 subsequent material that was obtained at the time of 

4 thoracotomy for the left upper lobe resection and the 
Sj first listing is a general note that applied to all of 
6, the hilar, h-i-l-a-r, lymph nodes that were removed. He 
7 removed multiple nodes separately, and each of them 


showed e\d 




e of anthracofibrosis. 
1 that, please. 


^-M-T-H-R-A-C-O-F-I-B-R-O-S-I-S. 


|j each of them showed evidence of 
H^Y-A-L-I-N-I-Z-E-D , granulomas, multiple, 
fefthe lymph anodes; ' ' ■; ' '■ ■' ?••• ■: 

^ For the tissue that was removed either 




That was 


3&# from the Tuncjj itself, left upper lobe, or from the 
Si biopsies &ottt adjacent to the blood vessels or 
SI mediastir^dpi: made this note: Squamous cell carcinoma 

A0r at periphery with desmoplasia, d-e-S-m-O-PtL-a-S-i-a, 

f. . 

||P invasion of parietal, p-a-r-I-e-t-a-l, pleura, 

p-l-e-u-r-a, contiguous marked interstitial fibrosis 

22 with question mark, old fibrotic atelectasis, 

23 a-t-e-l-e-c-t-a-s-i-s, at pleura - slide H. 

24 And then the last note is question mark, 

25 fragments of hyalinized granuloma with tumor and 
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inflammation - Suspicious for cavity - slide K. 

Q. suspicious for what? 

A. cavity. 

Q. And that is Slide h — I mean, K, I aiti sorry? 

A. K. 

Q. Does that conclude your notes? 

. a. .yes?, sir. 

Q. you seem to have had those notes divided 

up into sections— And if I am incorrect, please 

correct me but the first notes involved the biopsy 
material .Pjjfthat right, or your notes on the review of 





terial? 


A. ipACttJally,' they are only divided into two 
sections.*^!*initial biopsy material and the subsequent 
resection^material. 

q. LtSv i'-’-t actually created a third with the 
lymph nodei|®Whieh would have come at — 

A. well, that was part of the left upper 
lobectomy, what apparently Dr. cerfolio was doing was 
^sampling the lymph nodes to determine the possibility of 
spread because some of them were— i don’t remember how 
many, but some of them were submitted for frozen 
section, but fie -submitted them indivi dual ly. There were 
multipie 1ymph nodes. 


http://legacy.library.ucsf.edSdiiifep:c|1D:!|ailO)ipBHA/.industrydocuments.ucsf.edu/docs/fjhl0001 


Z<dL<d ^ zZ<i 






i 



f - 


Q. All Hghtso I am 
understanding correctly, that at least one cell or— Let 
me restate that. 

Your contents that at least one cell 
could have been coming from an adenocarcinoma was based 
on your review of the biopsy material? 
correct. 

that was done at Flowers Hospital? 

Hospital, correct. 

you in any of the biopsy slides see any 
at were — that had cytoplasmic mucin? 
e were other cells, but all normal 
and cells and none suspicious for tumor. 


you make a note specifically which slide 
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25 


*e was only one slide. 

Did you make any — 

A. That contained the biopsy material. 

Q. okay. Did you make any notes about where in 
the field you saw this cell? 

a. it is the only one there. I don't recall 

precisely where on the slide field it was. 

Q. Okay. 

A. But, apparently, the original pathologist saw 
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it also because his retferfenc^ ; WSS^ ^Trtt Ol'»*- ol 

mud carmine positive material was present. 

Q. All right, now, did you at any time in review 

of any of the slides involved with the resection, the 

lobectomy, see any cells similar to that? 

A. There was no — The pathologist at University 

of Alabama Birmingham did not do any mucicarmine stains, 

... 

and you vypjld have had to do a stain to specifically 
i denti fy ffcqtllacytopl asmi c muci n. 

right. Now, just to make sure where we 
int, have we discussed -- Let me ask it 

Did you ever receive any additional 
i nformati on after your preview of the, 


After the review of the pathology, I 
!.y received what I took to be the complete 
that is referred to in the medical record 
index that we’ve discussed previously. 

Q. All right. Anything other than that? 

A. You would have to include the three reprints 
that I requested that they bring. 

Q. Tbe three reprints? 
a. That I listed at the beginning of the 
deposition, Auerbach's. 
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Q. ydu e\ 




Icrographs or 



any slices? . ■: 

A. I was yesterday shown some, that were mostly 
out of focus, photomicrographs from— And I don't 
remember who the Plaintiff's witness was— that were 
obtained at a previous deposition. 

Q. Any other materials other than the 


photomic 


s that you were shown yesterday? 


A. f No'S that I recall. 


A. ^ : teah. Those were photomicrographs, yeah. 

^. ;r jQ . yg right. Let me ask you, are you drawing 
apCllsti||Stipn between--i have got two groups of slide 
photos hep^f These Wii^^a^el-itSmtehts"-were you shown 


ch hai>e comments, were you shown 


the ones 


comments .1 




comments? 


shown the pictures, but not the 


A. But they were from those that are in your 
right hand that have the green shading. Those were the 
photomicrograph illustrations that I was shown, some of 
them, not all of them. 

Q. Do you remember how many you were shown? 

A. Just maybe two. I don't recall. 

Q. Tell me what your observations were of the two 
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A. well, the one was a low power picture that 
showed a bronchial surface, but it was badly out of 
focus so you really could not tell much about it except 
that it was a large bronchial surface. 

Q. Do you remember the other one? 

A. The other one just showed tumor with 
desmoplasia; T just happened to observe it, but it was 
not handedtd me to review. 

Q. y. Let me ask you this: if you would just 

flip thrd those and tell me if you see any of the 

ones t t .vIqu reviewed. 

are missing one. And my recollection of 
is in error. I saw four, but you are 
»e I just referred to. 

Leb me — these are — are even poorer 

$ 

iif you would, flip through those and tell 
the one I am missing. 

(Documents passed to witness .) 

It would be the one identified as Number 15 in 
your photocopies. 

Q. okay. 

MR. stuhan: lust so the record is clear, I 
want to note that Dr. Martin was shown two 
different collections of photomicrographs, one 



A. 
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collection was printed on glossy photographic paper 
and contains Dr. Fi gel's (spelled phonetically) and 
Dr. cerfblio’s observations, and the other 
collection was printed on, appears to be, ordinary 
paper and does not have notes from Dr. Figel and 
Dr. Cerfolio or anybody else, 
is that correct, Graham? 
ypH esdale: That's correct. Rick, if you 
wouT£hr~ r I can do it, but since they are down 
ther y'all, would you identify specifically the 
thr >tomicrographs on the photomicrograph paper 
will come down there, 
don't know that he has a specific 
— okay. I see it. 

/ou will just refer to the image number, 
image, I-M-G, 0008 PCD. 

The next one is IMG 0025 PCD. 

The third one is IMG 0010 PCD. 

Now, these four— 

And i don't recall the identification of the 
one that you — that I was shown for which you only have 
a— 

Q. Number 15 by it? 

A. — xerox copy; yes, sir. 

Q. Right. Okay. Now, were you shown just those 




Q. 

A. 
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four? 

A. Those are the only ones I recall seeing. 

Q. All right. When were you shown those? 

A. Yesterday afternoon. 

Q. was there anything significant about any of 

the four that you reviewed? 

MR. stuhan: Graham, can we have that other 
one ibacfc and let me take a look at that? 

MRvj ESDALE: Absolutely, sure. 

STUHAN: The fourth one that I am now 
han >r. Martin has the number 15 in the lower 
•ig land corner and taken from the larger 
>11 :ipn of photomi crographs, the one pri nted on 
xerc|s»pa£er and not on photographic quality paper. 

witness: one of these just simply is 
identified as showing a bronchial lumen with a 
arrc^iipntifying basement'membrane. 
q. Pffiime interrupt you just for a second, and I 
will apologize. Let's refer to them by the image number 
so we will know what we are speaking of. 

A. This is image Number 8. 

Q. Okay. 

A. I will refer to them with just the critical 
number and not all the rest of them, image Number 8 
shows a high power magnification of a bronchial mucosa 
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Not to me. 

K, 

' right. is there anything significant of 


ivand has arrows 
identifying the basement membrane and simply shows a 
small minute focus of probably goblet cell hyperplasia. 
Q. All right. Is there anything significant 

' -v 1 " 1 y ' • t. •. •» 1 

about Number 8, other than what you just described to 
me? 

A. 

Q. 

-- minute focus of probably goblet cell 


the 

hyperplasia? « 

STUHAN: I object to the question on the 
hat the word "significant" is vague and 
ti.S, i don' t know 4 f you mean si gni fi cant i n 
opinions he intends to offer in this case 
icant otherwise. I think without some 
further iefinition, the question is vague and 
ambh 

BY MR. 

well, does the presence ~ 
seeing — Excuse me. 

Go ahead. 

You finish your question. 

Does the appearance of goblet cell hyperplasia 
have any bearing or meaning to you or significance? 

A. Only in that it is a frequent finding in lungs 



Q. 

A. 

Q. 

A. 

Q. 
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removed fbr any YeaSrt, ' It is not anything specifically 

related to this particular case. 

Q. where is it located on the slide? 

A. it is located on the mucosal surface, just 
shows a little swirl of cells. 

Q. if you would just — I will show you what has 
been marked as 8. It is not marked for this— we will 

has got a number on it, 8. I know that 
quality picture, but if you would, just 
area based on your observations? 
is showing the apparent goblet cell 



A. Mfcliftness Responds.) r■' 

q. iiiloe there any other observations about image 
8 that you noticed upon your review? 

A. itilpii cilia that are on the surface are readily 
apparentFMre is some mucous adhering to the surface. 
There may or may not be any basal cell — slight basal 
cell hyperplasia adjacent to the basement membrane, but 
that also could be simply a partial tangential cut of 
the mucosa. The mucosa is always folded and your cut 
may be demonstrating nothing other than a fold. And in 
this instance, that area of apparent hyperplasia may be 
nothing more than just a fold in the mucosa surface. 
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one cut: won’t tell you what It^ls. ©cccfse me. 

Q. Any other observations about Number 8? 

A. Got some inflarrmatory cells in the submucosa, 
and that is about all I can detect from that. 

Q. urn, is this slide the ~ or was this 
photomicrograph or picture taken from the slide in which 
you saw the cytoplasmic mucin? 

jSTUHAN: can we have that back, Graham, 
becaPs^l: think the notes identified the slide from 
whichJtewas taken. 

WITNESS: Right. I did not — I have not 
notes, so I don't know what it was taken 
the note does say transbronchial biopsy 
at bronchoscopy, left upper lobe, but it 
j i cannot tell whether it is the 
mucipanmjne stain, although it is — has a little 
bit yLyple hew to it. It might be the 
mucilibilne stain slide, but I cannot tell that 
unless somebody tells me that. 

Q. Assuming that — well, never mind, then. 
Assuming that that is the slide and it is a mucicarmine 
stain, do you see in that photograph any or the cell 
that you previously identified that exhibited the 
cytoplasmic mucin? 

A. Urn, the tumor cell is not part of this area. 
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A. So it is not — it is not contained in the 
microscopic field. 

Q. Okay. 

a. According to his note, it says goblet cells 
and mucous positive by mucicarmine, but quite honestly, 
looking at this particular illustration, I don't see it 
on this ijj^£i:ration. There is no positive activity 
referable tolhucin that I can detect on this particular 


on this ij 
referable] 
illustrate 

q. : 6kay. Let's look at the next one. why don’t 
you.lust gg ahead and look at the one in front of you. 
it jfSl5 ffgJ t is not on photographic paper. 

A. right. ’.v. : V-• v ■ 

Q. it is my understanding that you reviewed 

one that iiTfin photographic paper of that, what is 
depicted yijwh at is labeled Number 15? ’ 

A. M sir. 

Q. Did you have any specific observations about 
that slide? 

A. It was out of focus. 

Q. okay. Anything else? 

A. I would not want to draw a conclusion on any 
histologic illustration that is out of focus. 

Q. okay, is that the extent of your observation? 
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^our ill SW1001 c features, the detai 1 s 
of your histologic features once it is out of focus, and 
once you know it is out of focus, you don't know what is 
left behind means. 

Q. okay. 

A. so looking at the illustration, I could not 
draw any conclusion from it. 

And that is Number 15? 

^ yesj sir. 

fright. Let's go to Number 10. 

right. Number 10 is identified as frozen 
I from surgical pathology report 
epared from left upper lobectomy specimen 
x — when I say "by" that means an "X" 

5 centimeter tumor mass with necrotic 
center, tfiat is the identification of that. 

Q. j4$iat were you observations when you reviewed 
that? Pil 

A. well, all i did was just glance at it and saw 
that it showed tumor and desmoplasia, and I had already 
seen that on the slides so it did not mean anything to 
me in illustration. It did not mean anything more to me 
on the illustration. 

Q. All right. Let me ask you, did you review the 
comments on this one just then? 
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ist this moment i aid, 


but not yesterday. 

Q. All right. Let me ask you to take another 
look at that, do you agree or disagree with the 
comments? 

MR. STUHAN: when you say "comments," do you 
mean the statement, island of squamous cancer cells 
nd smaller islands to right in dense 
squama created by desmoplastic reaction to 
j<Reading.) 

ESDALE: Yes. 

WITNESS: well, on this limited 
ration, I can concur with the presence of the 
ds of tumor, and I can concur with the 
of some slight desmoplastic reaction, and 
I cdn concur in the observation of dense fibrotic 
squama g but I cannot tell you from this 
illuPrttion that the desmoplastic reaction 
associated with the tumor caused the dense fibrotic 
squama. Not from this illustration. 

Q. Okay. Any other agreements or disagreements 
with that statement? 

a. i don't have any other comnent concerning that 

statement. 

Q. okay. Let me go ahead and hand you back 
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Number 8 of the phbt^^^ 

look at that statement down at the bottom. And if you 
want to go ahead and read it into the record or, you 
can, (indicating), whichever. 

a. what it says, that I have not — well, I will 
just read it in its entirety. 

Transbronchial biopsy obtained at 
bronchoscopy#1 eft upper lobe. Mucicarmine stain: 
Red-purples positive. And he uses the indication plus 


sign BE 


P°safive 


and excesl 
bronchi ti; 


is 1 : 20 ) 



positive. 

# The next item is goblet cells and mucous 
^cicarmi ne. 

^ The next itern, gob!et cel1 hyperplasia 
i^cous production consistent with chronic v 

V.'.V.'O . 

(Normal ratio of non-mucinous to mucinous 


MM And the last note, there is some 
thickening of the base membrane. 

Q. now, those comments are divided up into little 
bullet points, I think? 

A. Yes, sir. 

q. why don't we address those one at a time in 
the order they are listed, and tell me if you agree or 
disagree with what is contained in those comments. 
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ftihiiaH biopsy '' • 
obtained at bronchoscopy, left upper lobe, and I have no 
way to say that it is not. 

Q. Okay. 

a. The second is mucicarmine stain, and this is 
possibly a mucicarmine stain illustration, it is not ~ 
it is — it is consistent with a muci carmine stain, but 
I would have to see the whole slide to make sure that it 
ine stain illustration simply because any 
1 is not definitely stained in this 


was a mucii 
mucous ma¬ 
il! ustrat 




His comment is goblet cells and mucous 
mycicarmine. I just do not see that on this 




Button a muci carmine stain it should be. 

Goblet cell hyperplasia and excess mucous 
productiopfciisistent with chronic bronchitis. That is a 
reasonable statement I could concur in. 

I don’t know have any knowledge to or any 
reference point to relate to the — his comment that was 
in the parentheses concerning the ratio of non-mucinous 
to mucinous material. I just don’t know what he was 
referring to. And there does appear to be some 
thickening of the basement membrane as evident in this 
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Q. All right. Let's go to Number 25. 

A. The last one identified as Number 25 is 
surgical pathology report indicates slides S96-14972 
were prepared from left upper lobectomy specimen 
containing 6.0 x 5.0 x 5.5 centimeter tumor mass with 
necrotic center. And his first corrment referable to that 
is, Slide 4:'from left upper lobe not grossly involved by 

. ''SlV, 

tumor. 


E-M-P-H- 

spaces 



And his other comment is emphysematous, 
M-A-T-o-u-S,lung damage: Emphysematous 
idual alveoli walls. 

4 if you would, go back through the ones you 
d, the comments, and tell me if you agree 
ith those listed? 

call such a slide from the specimen. I 
hat it was L, slide L or anything else, 
that did l#§#iave any grossly evident tumor but did have 
areas of expanded alveoli tissue. 

Q. Do you have any agreement or disagreement with 
the — you will have to help my memory out-- 

A. I don't believe he can diagnose— I cannot 
diagnose emphysema based on this illustration. All I 
see is irregularly expanded alveoli, but in a lung 
specimen that is not properly inflated prior to 
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■Fixation, you cannot do a —-very good'exaitiinatTon fbF 

emphysema, unless it is just absolutely massive and this 
is clearly not absolutely massive. 

Q. All right. Are there any other observations 
that you recall making on a slide similar to that or 
based on your review of that photograph that are 
important to you or significant in any way that are not 


contai ne< 





question 


meahjj 1 c 
the tumor 
could ha\ 




Pfthe comments? 

don't recall anything at this point in time, 
pi right. I think I forgot to ask you that 
Iff regard to Number 10. 

Jjon't know what slide this came from. I 
't: — of all the slides that were taken from 
iifthe lung, I don't recall which slide this 
ten on. 



Q. fXeJjme.ask you, based on just your observation 
of the pnat j o ^ crograph, do you see anything contained in 
that phoifpit%t is significant or important to you in 
any way that is not referenced in any of the comments? 
MR. stuhan: I am going to object to that 
question. It is utterly confusing to me. if Dr. 
Martin can make head or tail out of it, he is 
welcomed to give it a go. 

the WITNESS: I — in looking — if this was 
the only piece of tumor I had to look at, I could 
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s a 

squamous cell carcinoma. To expound on anything 
else present in the lung or anything that this 
tumor might be doing or any relationships that it 
has to anything else, it is not contained in this 
photomicrograph. 

So to take the high powered limited view of 

K < 

thiS:jiiotomicrograph and me tell you everything I 
think,f^)ut this particular tumor, it is just not 
poss^ljto do from this photomicrograph. 

And I just want to make sure that there 
rtained in that photomicrograph that you 
rificant or important to any opinions that 
[offer in this 'case 'that, you know, is not 
iy of the comments on that. 

JeTl, he hasn't made my comments. He says — 
r explained in my previous answer that I 
conclusion of cause and effect that he 
stated in his comment. 

Q. Okay. 

A, i can concur in the presence thereof, but I 
can't conclude in the conclusion that he made. 

Q. All right. And, again, my question is 
basically just to make sure— And I think we are 
understanding each other— there is nothing in that 
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says, here there are some cell types that prove that 
this— the causation related to smoking is not true? 

MR. stuhan: I am going to object to that 
question. It is vague'and ambiguous and confusing, 
but I think there is a further problem, which is I 
think that you are using causation in a different 
sens§;;than Dr. Martin did in his previous answer. 

To the iktent that your question purports to be a 
sumtn||jy or restatement or a paraphrase of his prior 
testittfy, I think it misstates his prior 
test^piy. 

witness: All I can — I am not sure 
realj^a&at the ^questi on was now, but what the 
slide Shows me is the presence of a squamous cell 
carcinoma. It doesn't even tell me what part of 
the gjjit is contained in. There is no way to 
detertal that this is present in the lung from 
this illustration, it could be present in the 
mediastinum because there were biopsies from the 
mediastinum that if you took a high power view of 
it, you would see tumor and desmoplastic reaction 
and probably some old fibrous tissue because that 
normally is present in the mediastinum, but there 
is nothing here to indicate where the tumor comes 
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from, cfiearl^%Vdat6'what Caused 

it, or to indicate wrtiat all it might be doing. It 
is just tumor present within fibrous connective 
tissue, some of which appears to be recent and 
reactive; namely, desmoplastic, and part of which 
appears to be old. 

Q. Okay. Any other photomicrographs that you 
recall renewing at all? 

A. jrttiSjt is — that is the only ones that I 


recall. 



me — 


A . rThiad to look at them again to remember them. 
i^And you reviewed those when? 

A. |p§|£erday afternoon. 

Q. right. Dust to go ahead and finish up on 

one area,hand you might want to refer to maybe your 
billing, C'ign't know if that would help you, but other 
than the pdeif ng on 7-24 when you reviewed this slide 
pathology, when was the next time you had any 
conversations or meetings with anyone involving this 


case? 


MR. stuhan: Did you say 7-24 as the date of 
the meeting? 


24 BY MR. ESDALE: 


Q. I am sorry, I probably did. I meant 
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MR. STUHAN: Okay. 

THE WITNESS: Mr. Duncan sent me a fax copy of 
the expert witness conrnent that he had prepared 
from my conversations that I had previously had 
with him at the meeting. 

Q. what date was that? 

A. February 23rd. But then there was another one 
down here onljune the 14th. Something happened. I 
reviewed it. but I don’t recall. 




ou know what you reviewed? 
ould have been the expert witness 


^ A. ^ffte ! second one I — the first one-- if I 
) recall cotre^ly, the first one was the one I edited and 

1 sent backj^Jpim, and then there were several months 

j later he me the — the corrected expert witness 

statement, which I then told him was okay. 


Q. Okay. 

A. That was not until June 14th. 

22 Q. Do you have any drafts or copies of the 

23 alterations or corrections that you made to the 

24 disclosure? 

25 A. No, sir. I only have a copy of the final 
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Q. All right. Do you recall what, if any, 
changes you made? 

A. I deleted the reference to my licenses in 
North Carolina and Alabama, fcnd I don't recall what the 
other one was. I really just do not recall what else it 
was. whether it was — it was a sentence structure of 
someth!ngy^lome kind. 

_ “■■Xv. 

Let me just ask you this: It might be 
want to make sure I don’t leave out any 
nversations you had with anyone regarding 
:ver, I would like to, if you would, just 
§11 work you performed on this case. 

, since this is already part of the— 
Number 1 — 

don't i just read it to you? 


lary 14, telephone call from Tom Duncan to 
set up meeting for January 24th. All of these dates 
being the year 2000. 

January 24th, meeting with T. Duncan and 
r. stuhan - received slides. Meeting with attorneys. 
Attorneys retained slides, and I reviewed the slides. 

February 15th was a literature review, 
time spent in reviewing literature material. 
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q. m Pou mke a notIWftow 


time you spent 


r 5% 


reviewing the literature material? 

A. At that moment, "ft was 30 minutes. 

Q. Did you make any note of what specific 
literature materials you reviewed? 

A. no, sir. That is just -- I don't have a 
reference here in this note. All I was trying to do was 


document 



me sheet. 


that I r 


and 24th,j 
disclosure 


ipHiary 23rd, received fax from T. Duncan 
fred to just a moment ago. 

PI February 24th, telephone conversation 
can. And because of the continuity, the 23rd 
j^puld suspect, it was in reference to the 
s^tement. 


Q. bWsmuch time? 
A. wTen minutes. 


A. um, then nothing until June 13th. Telephone 
conversation with T. Duncan regarding expert witness 
statement. And the next day he faxed me a copy of it to 
make sure it was what I had said. I told him I wanted 
to see it before it was released. 

And then July 13th, received Seaborn 
medical file and the final copy of amm expert witness 
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s of my name. 


statement. /wm is the ini 

Q. And you received that on? 

A. July 13th. 

Q. All right. And then additionally? 

A. August 7-9, in that time period, had telephone 
conversations with Mr. Duncan to arrange a site for 
the — this deposition. 

K, 

And then on August the 14th, I finally 
got around to] reviewing the medical file and some 
additiona^^ierature review, and that was two hours and 
ten minutif 

bEi And then preparation for the deposition 
ith Duncan/Stuhan on August 21st. Total 
seven hours and 50 minutes. 
that was the 21st, yesterday? 

Yesterday. 


leti 
time spen 
Q. 

A. 

Q. 

A. 

Q. 




of which time was lunch. 

Okay. Have you— Other than your 
conversations and meetings with Mr. Duncan and 
Mr. stuhan, have you consulted with anyone else as it 
relates to your opinions and expected testimony in this 
case? 

A. No, sir. 

Q. Have you been furnished or have you reviewed 
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any other information other than what-we have discussed 
here today? 

A. Well, I — I — I am not sure how to answer. 

I'm — I would bet that I probably pulled down a 
textbook of pathology or surgical pathology just to 
refresh my memory about the general field of — of 
tumors of the lung. But specifically it would just be 


right. 

precisely, I can't tell you which one 
is something pathologists do on such a 
usual thing. Your mind does not record 


iderstand that. I just want to make sure 
that I —|there isn't any — there are not any certain 
documentsf^T% you are relying upon that you were 

I am not aware of that is not referenced 
something like that? 

No, I was not furnished any other documents. 
No depositions or anything like that? 

(witness shakes head negatively.) No, sir. 
Okay. 

No, sir. 

And no — and other than the x-ray reports, I 
assume that you have reviewed no x-rays yourself? 
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MM- 


A. No, sir. 




THE WITNESS: Can we go off the record for 


just a second? 


MR. ESDALE: if you want to take a brief 


recess, we can. 

(Brief Recess.) 

MR. ESDALE: 

S 

Q. ypkay. other than your review of the 
pathology,have you conducted any tests, experiments or 
demonstrations in any way for this case? 


if* sir. 


article, 

material: 


furni shec 


passi 


1 [ihdjother than the probable or possible 

refpf|nce#^on may have made to Textbooks or some 
article, ^^une, then, we have discussed all the 
materials^St you were furnished in this case? 

A. ^we'ye identified all the materials that were 
furnishec L^iq: as we said earlier, I was — I have had a 
passionatpWiuaintance with tobacco litigation for ten 
years now, so in that period of time I have read and 
reviewed an awful lot of literature and text material 
that some of which still exists as memory that I rely 

22 on, but not specifically identifying. My experience of 

23 documents from the past may or may not come out as 

24 having a bearing on this case. 

25 (WHEREUPON, the 








‘' *■ ■ ■' . ■ 1 ' • 

re-mentioned document was marked 


k. 7 

■ J- 





as Exhibit 3 to the testimony of the 
witness.) 

Q. All right. I am going to show you what I have 
marked as Exhibit 3 to your deposition. 

Have you ever seen that? 

A. No, sir. 

Q. Albright. Let me ask you some questions 
about it. Let me — This is a deposition Notice, for 
identificp^ipn on the record, and I want to go through 
some of ttfflfreas that are referenced. 

^.. L.LJ Number 1, I requested testimony and 

dqcSSnts^Vjdencing or relating to any and all 
documents^®®** respondence, reports, medical reports, 
photograpj^ffjtandards, charts/memos or writings of any 
kind reviewed^by you in preparing for this case. 


some of 


documents;* 


urn — 


kind revi 


A. NWhought everything except that big box of 
medical records. I did not bring the big box of medical 
records. 

Q. All right. And just so we are clear, the 
medical records, the big box of medical records, are the 
ones that you received in Duly of this year? 

A. That's correct. 

Q. And is it your understanding that the index 
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contained in your file marked Exhibit 1 is an index of 
the records that you received on July the 14th? 

A. it is the index that was contained with those 
records. 

Q. Okay. And the next item I requested were 
testimony and documents evidencing or relating to any 
and all documents, correspondence, reports, charts, 
memos, pRot^raphs, measurements, drawings, blueprints, 
video tap^for writings of any kind that you have 
relied ojnNmj forming your opinions and conclusions in 


cast 



Do you have or have you brought— 
k>n't have any such materials, and the only 
other thp^ffL;! would be relying on would be whatever is 
contained injmy memory. 




Q. 

that is 
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ly. Other than in the expert disclosure 
lined in your file, do you have any other 
documents or — Let me reask it this way: other than 
the information contained in your file, Exhibit 1, is 
there any other document or anything that contains any 
of your opinions that you have formed in this case? 

A. Nothing that would contain my opinions. 

Q. All right. 

A. But, you know, if — 

Q. All right. 

i ndustrvdQcuments.ucsf.edu/docs/fihl0001 _ 


52299 0729 




70 


1 

2 

3 

jP" % 






10 



21 
22 

23 

24 

25 

fittp://legacy.library.ucs 


A. The question is broad and if -- if the answer 
is broad, then it would have to contain everything that 
I have ever read at any time that would deal with lung 
tumors. But specifically, in this instance, I don’t 
have any particular document that I would say that I 
would refer back to in other than a general way. 

Q. t is what I am asking for. Like, for 
instance^ corrections that you made to the expert 

disciosuj assume that there is nothing back like at 

anywhere? 
sir. 

that is what I am asking for. You don't 
:0M or disk of any of your opinions or work 
done in this case or anything like that 
anywhere^ ot|er than what is contained in Exhibit 1? 

A. Nffe# only file I have is hard copied and it is 
present Ira^n this Exhibit 1. 

Q. All right. Just for the record, I am not 
going to go through every one of these. There are 
certain ones. I just don't want it to be confusing on 
the deposition. 

You have given me your CV and then 
pointed out any discrepancies or brought it current 
verbally for me; is that correct? 
a. to the best of my ability. 

f /docs/fInIOOOl _ 
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ested was 

testimony and documents evidencing or relating to any 
and all lawsuits or claims in which you have been 
consulted and/or testified. This should include, but 
not be limited to, the name of the Plaintiff, the 
Defendant, the court where the action was brought and 
the civil action number. 

And it is my understanding you don't 
a list that contains those things 


actually 
anywhere?, 
A. 




seen, ev 

I 




Q- 

A. 



ve a list that contains all that I have 
they were of a passing nature just so I 
rack of them, but — 

So you have. Go ahead. I am sorry, 
also have references to cases that 
Mr. stuhan Ja$ objected to. 

Q. yyj| right. But you do have such a list? 

A. sir. 

Q. Okay. And additionally, you also have the 
depositions we have discussed that you have given in all 
the tobacco cases in which you have given a deposition 
or testified in trial? 

A. to the best of my memory, I have copies of 
them; yes, sir. 

Q. All right. Each and every item of 
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corresponden 


nderice 


■m - ■ ■ ■ 

>iCument: ill your file? 


A. it is whatever — vtfiatever I had is still in 
the file. 

Q. i assume other than phone conversations and 
e-mails, you have not communicated with any of the 
attorneys for R.3. Reynolds by paper, then, as far as 
letters or correspondence? 

A. ypiat one attempt to fax my directions to the 
house. 




any of tl 




was the only other one. 

f 

• 

,il was the best way to do it. 

you aware of any e-mails between you and 

omeys for R.3. Reynolds in this case that 


are not referenced in Exhibit 1? 

A. SEey are all in the file. 


A. All of those that I am aware of are in the 

file. 

Q. And just so we are clear, I just want to make 
sure there is not -- you have not been given a long list 
of work that was requested of you that was contained in 
an e-mail that we have not discussed already that you 
are aware of? 
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I don‘t; recall that: I ever received an e-mail 


from either Mr. Stuhan or Mr. Duncan and nobody else. 
Q. Okay. 

Referable to this, 
okay. 

The only e-mails were the two that I sent. 


A. 

Q. 

A. 


do you have a contract in this case as far as 


Q. 

the work you were to perform and the payment you are to 
receive afi&^pfings of that nature? 
a. jjp^ritten contract. 

Q. Wei verbal agreement with the attorneys? 

^A . [iJLhWe an expectation that they will pay me 
fornix tin#ispent. 

I assume that they have on other 




rwise we would not be here. 


tT 

Q. 

occasions 
A. 

Q. 

A. NM sir, they have on other occasions. 

Q. okay. Do you know how much money you have 
been paid to date as a result of your consultation 
%nd/or testimony in tobacco litigation? 

A. I don't. I don't have any specific list of 
that; no. 

Q. okay. 

a. That would have — The only list that would 


|ttp://legacyJibrary.ucsf.e(fii(^<^(jt(lfi!aaCWpy(slW.industrydocuments.ucsf.edu/docs/fjhl0001 


52299 0733 









'r c \ 

•: -> l 



have ever been — The only listing have been in 

tax returns over the last 11 years, ten years. I have 
not filed a tax return for this year. 

Q. Okay. 

A. But i don’t have knowledge of that. 

Q. Testimony and documents evidencing or relating 
to any reports, writings, memoranda, handwritten notes 
in any.fcpppiland any other notes that you have made, 
whether handwritten or recorded by audio/visual means, 


in any 


whether 


related to this case? 


1 3MB 



I think we have discussed some of that, 
make sure that I am not missing anything. 
i was a little — There was a little 


stick-upc^^no when Mr. Duncan had called me to set up 
this meetphjjj but once the meeting was set up officially 
with HoiiHay lnn for deposition for this room, I threw 
that little, 43 iece of paper away. 

NM I mean that was a memory jog. I did not 
need it anymore. 

Q. Hour sheets or bills by you in this case, 
there is a — 

a. The time sheet is there. I have not rendered 
a bill to them yet. 

Q. All right, urn, testimony and documents 
evidencing or relating to all articles written by you on 
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any issue involved in your testimony, and you have given 
a list of all of your publications? 

A. The list of all my publications are attached 
to my CY, and that is the only publications that I have. 

Q. Right off the top of your head, do any of 
those publications relate directly to any of the 


opi m on 



intend to offer in this case? 


but not 


A. pgi^y into lung pathology of a general nature, 
iot carper in specific. 




cancer? 



luse some of them did deal with diseases of 


any of them deal specifically with scar 



NoJ sir. 

granulomatous disease? 


A. FWf sir. 

Q. And then all documents that you intend to 
utilize or testify about or to be offered during your 
direct examination in this case. 

MR. STUHAN: I object to that question to the 
extent that it calls for Dr. Martin to determine 
which documents counsel is going to choose to use 
with him during his direct examination at trial. I 
don't think he is the appropriate person to answer 
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that question, if Dr. Martin has any ideas on what 
documents he would like to use, he is welcomed to 
address that issue, but x want to make it clear 
that his testimony shouldn’t be viewed as limiting 
us in any way in terms of what materials we can 
introduce through him at trial. 

witness: I honestly don’t know what 
documents Plaintiff's — I mean, either Plaintiff’s 
or Defendants' counsel will introduce at 


pecifically don't have a list of anything 
esented, other than what might be contained 
le to date. 


A. ^ No|r, something may come up and I say, how 
about ifywe^do this or that, but as of this point in 

i I j 

time, I fiH&Ino — no indication that that will be the 
case. 



Q. you don't have any plans to do any additional 
work in this case? 

A. By ’’additional work,” what do you mean? 

Q. Well, additional research, gathering documents 
that you are going to rely on or anything like that? 

A. Not that I am aware of at this point in time. 

Q. All right, do you have a copy of your expert 
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disclosure 


jjsSWi 

ur file? 


;.x-••; 


A. Yes, sir. 

Q. All right. Let's go through that just real 
quickly, you understand that the purpose of this 
deposition is so I can try my best to learn what 
opinions and the bases therefore you intend to offer in 
this case? 

A ^. S 

A. ::v: :Yes ; , sir. 

Q. f-Noi^, it says, if you will skip down to the 
paragraphing tied subject Matter of Expert Testimony, 
the secorlPientence states that, "Dr. Martin will also 
offer.hisf’expert opinions on the diagnosis of 
Mr. 1 s tumor and the bases for that diagnosis." 

-What opinions do you intend to offer on 
the diagns#f§;of Mr. Seaborn’s tumor? 

A jh 6 : diagnosis that I intend to offer is that 
at the time c# transbronchial biopsy, material was 
removed consistent with the diagnosis of non-small cell 
carcinoma, not otherwise specified, and that the 
material subsequently removed from the left upper 
lobectomy and associated tissues provided the diagnosis 
of moderately differentiated squamous cell carcinoma of 
the lung. 

The rest of the diagnosis is that, in 
surrmation, there was no secondary tumor involvement of 



http://legacy.library.ucsf.ed S®dr'geqBffp@0/jadfw.industrydocuments. ucsf.edu/docs/fjhl0001 


52299 0737 





multiple hilar, h-i-l-A-R, lymph nodes, but that there 
was tumor involvement of biopsies taken from the 
mediastinum, M-E-D-I-A-S-T-I-N-U-M, and from the 
surfaces of either the aorta or subclavian artery or 
both that were positive for tumor, and that there was no 
involvement of the bronchial margin of resection. Those 
are the diagnoses. 



in that would be the observation of 


? 4 _ 

the old gjgnylomas present — multiple old granulomas 
present iMihe hilar lymph nodes. 

^Q. ^n^the bases for that diagnosis? 

bases for the diagnosis is the histologic 
appearances^the tissues. Gross and histologic 
appearanc es^ the ti ssues. 

Q. hSnT|it says that you, "may also be called upon 
to conmen| ; g^matters raised in the testimony of 
piaintitnesses to the extent that they relate to 
his area of expertise." 

A. I have not been provided with any Plaintiff 
^testimony, so I don't know what that might involve. 

Q. All right, under substance of Facts and 

opinions, it says that, "It is Dr. Martin's opinion" — 

This is about two-thirds through there. 

A. i see it. 


present ii 


appearanc 

appearant 


to commeni 




httpV/legacy.library.ucsf.edMid/g 



/v.industrydocuments.ucsf.edu/docs/fjtil0001 


52299 0738 







79 


1 

2 

3 

4 



f' 

ITT 1 




22 

23 

24 

25 


Q. I think it is the 




M T • j' 

’it is Dr. 


Martin's opinion that Mr. Seaborn's lung tumor exhibits 
squamous and adenocarcinoma characteristics." 

If you would, tell me what 

characteristics — what squamous characteristics there 
are and what adeno characteristics there are? 

A. The majority of the tumor is — is distinctly 


squamous 



some areas undifferentiated, you can't 


tell exacpX^^vhat type of large cell carcinoma it is, 
but the stwambus features of sheaths and nests of tumor 
ular bridges with individual cell 
n and with epithelial pearls, p-e-a-r-l-s, 
ip the majority of the areas, allowing for 
not all of the tumor exhibits all of the 
iy one place. 

The adenocarcinoma characteristics are 
j'ned and have not been clearly documented. 
The features that I observed were 
occasional areas where there was either possible 
glandular formation or pseudo, P-s-E-U-D-O, glandular 
distribution of the cells, and it just may have been 
that the cells were lining large or larger spaces, given 
the appearance of glands, but may or may not be 

glandular at all. Because one of the things that the 
various tumors of the lung will do is they will, in 
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addition to forming 


•• i ' ' A :.. ' J : 

tests, they will grow 




along tissue planes. And the lung is full of surfaces 
called alveoli that tumor cells can grow on, and in 
growing along those alveoli they may give the appearance 
of forming glands, certainly had the pathologist at 
university Alabama Birmingham done a mucicarmine stain, 
it would have been possible to determine whether or not 
any of the rest of these cells contain mucin or not. 


any of the rest of these cells contain mucin or not. 
The presence of mucin and the extent of mucin present 
would be ^^Ful in determining if the adenocarcinoma 
was a significant component, but far and away the 
mostr- largest component was that of squamous cell 


tomar 


Q. other than the muci carmine staining, are 

there other features of adenocarcinoma that appear 
absent thl ^x that type staining? 

A. clearly, well differentiated glandular 

structure^4efe not observed which would have made the 
diagnosis very easy to make. 

The presence of cells with large bacuoles 
^lining the alveoli surfaces were not observed, which 
would have made the diagnosis easier to make, when you 
don't have the truly typical features of an 
adenocarcinoma; namely, glandular patterns or glandular 
appearing cells, then you have to rely on the 
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mucicarmine stain in order to determine whether or not 
the cells have an origin from glandular epithelial. 

Q. okay. And going back, other than the biopsy 
slide that did have mucicarmine staining, and it is my 
understanding that you saw a cell in that that was 
con 

A. There was only one cell that had 
intracytoplasmic mucin, which was consistent with 
having —twtn^h was consistent with being a tumor cell 


in that i 


or ti 




cytologiq 
cancer bei 




in the midst of other tumor cells, 
was there any way to identify that tumor 
as a cancer type? in other words, adeno? 

It was cancer because of the — the 
:ures of the cells, and, second, it was 
i it was in the midst of other cancer 


cells. And recognizing that even squamous tumors can 
have a sir affy uci nous component, until you see the rest 
of the leiPfeM you don't have the rest of the story. 
you cannot make a big case for adenocarcinoma based on 


one cel1. 


fcpM q. All right. And that is — just there were -- 

22 and I want to make sure, and I am not trying to be 

23 redundant, but just so I understand that we have talked 

24 about the adenocarcinoma, it says in here that 

25 Mr. seaborn's lung tumor exhibits squamous and 
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adenocarcinoma Characterise*cs. 

And again, I am just wanting to know 

about the adenocarcinoma characteristics. 

A. The adenocarcinoma characteristics were 
basically twofold. The prior knowledge that a mucin 
containing tumor cell existed from the biopsy, and, 
secondly, the very occasional appearance of tumor cells 
appearing to:either line a space or form a space. 

r:, T 3j if they were lining a space, they would 
not necesj^rjly be adenocarcinoma. If they were forming 
a space; Wfely, an acinar cavity, then that would be 
typical df aSenocarcinoma. All the — the references to 
adehOtarqtfnoma characteristics would be areas suspicious 
for, but y° u t ^ ie mucicarmine stain, which was 

not done.^^te cannot confirm that suspicion. 

Q. - AMCl I assume once the slides are made, there 
is no wavfSjgo back and restain them? 

A. tinse, sure. 

Q. Oh, you can? 

A. well, all you do is take another section and 
deparaffinize it and stain it with whatever you want to. 
it is just that the pathologist did not do that. 

q. Have you had any discussions with the 

pathologist at either uab or Flowers Hospital? 

A. no, sir. 
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Q. 


• •. , r .y . 'M ;V.'; '•^v- >...•■■'■ v ';5;:i < c ''^ ' 

Are you aware of anyone that has had 


discussions with either of the pathologists? 

A. I am not aware of any. 

Q. um, now, the next sentence says, "Dr. Martin 
further believes that Mr. Seaborn’s cancer is a 
peripheral tumor." 

And, if you would, tell me what your 
statement is. 

bases for the statement is it is present 
:he parenchyma of the lung. It does not 
'onchial presence, so it has no definite 
ssly or either microscopically with a 
is immediately adjacent to and invading 
the pleut^gssfface of the lung, which by definition is 
the periphery of the lung. And was located as the crow 
flies in the tissue at least three and a half 

the bronchial margin of resection, 
which woiffPfikve represented the central hilar area of 
the lung. 

There was no -- the tumor was not present 
in the central or the hilar region of the lung, it was 
all present in the parenchyma or peripheral parts of 
lung. 

Q. All right. Any other bases for the opinions 
that the tumor was peripheral? 
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Other than 


^^^it be contained in other 



statements made in the operative note or the pathology 
report. 

Q. All right, now, then, the rest of that 
sentence says— Let me just read it over so it will be 
in context. "Dr. Martin further believes that Mr. 
seaborn’s cancer is a peripheral tumor, which is not as 
associate^ie^h smoking as is lung cancer arising 


associ atejjgj 
centrally: 1 ' 


those artf 


expen enc 
expe rimer 


1# ' a And what is the bases for that opinion? 

11 A. PThe! bases for that opinion is contained in 

iff "i those articles by Dr. Auerbach and, primarily, in 

surrififjzatipn, Dr. Auerbach’s article is based on long 
experienc^^j trying to;reproduce carcinoma of the lung 
l&J experimentslj^, and by review of over a thousand 
C§J autopsies oT^fung tissue that contain lung tumors, and 
p# having treated it to statistical analysis, he nor anyone 
HJi else has demonstrated any statistical relationships 
between smoking and the presence of peripheral lung 
Uj cancers or any other inhaled carcinogens in the presence 
fc**Mof peripheral lung cancers. 

22 The only statistical relationship that 

23 exist between smoking and cancers of the lung are the 

24 squamous cell carcinomas arid the small cell 

25 undifferentiated carcinomas that arise from the large 
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bronchi; namely, 


•that arise from so-called central 


T c\ 



origin of tumors. But there is no statistical 
relationship to specifically relate any significant 
association between smoking and those tumors of the 
lung, whether they be adenocarcinoma, squamous 
carcinoma, or large cell carcinomas that arise in the 


periphery of lung tissue. 

Q. :: ,.S0^et me make sure I am understanding this 


correctly; then. As far as peripheral tumors go, there 
is no statistical association between those tumors and 


smoki ng? 

S stuhan: object to the question as 

^%isd^racterizing Dr. Martin's testimony. 

m prai 

witness: : My statement is no one has ever 


rated any statistical significant 


rel^tiorphip between the various carcinomas that 
oricfjjnate in the periphery of the lung or are 
pre^estajn the periphery of the lung and any known 
inhaled carcinogen. 

Q. well, let me ask you this: is there a 
statistical — a significant statistical association 

22 between cigarette smoking and peripheral cancers of the 

23 lung? 

24 A. That is what I just said, there isn't any. 

25 Q. well, there was an objection to my form of the 
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question and x want to make sure I am understanding what 
your testimony is. 

A. None that I am aware of. There are lots of 
studies that have dealt with carcinomas, all the 
carcinomas of the lung in trying to determine 
statistical significance with smoking or diesel exhaust 
or uranium or other matters, but when peripheral tumors 
id evaluated separately from central 
The statistical significance has been 
>nly in relationship to the central 
fly, squamous cell carcinoma and 
fated small cell carcinoma, no statistical 
that I am aware of has ever been 
>etween peripheral lung tumors and any 
logen. 

the articles or publications that you are 
that opinion are the articles you have 
1 ? 

Yes, sir. 

Are there any additional ones that you are 
relying on? 

A. well, those are the principle ones, but any 

others — i just don't — I don't — I am not recalling 

specifically. 

Q. All right. The next paragraph, it says you 
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will testily that Mr. Seaborn has evidence o-f old 
granulomatous disease, which can cause lung scarring. 

And what is the evidence of old granulomatous disease? 

A. The evidence is twofold. Number one, the 
preexisting chest x-rays, which demonstrated at least 
one calcified granuloma, and the presence— And that was 
on the right side and the presence of numerous old 
fibrotic cjpanplomas present in the lymph nodes that were 
removed from the left hilum of the left upper lobe. 

Q. you say numerous old fibrotic— 

A. NPilulomas that were present in the multiple 
lymph nodesTtbat were removed from the hilum of the left 
u^pgjlobe%£the lung. 

Q. yjjjy right. Are those the two; the one 
calcified^giihuloma and, two, the presence of numerous 
old fibrotic granulomas from the lymph nodes? 

A. Rj£t' s correct. 

Q. piiijright. Now, is granulomatous disease a 
rare occurrence? 

A. No, sir. 

i Q. is it a common occurrence? 

A. Tuberculosis is a granulomatous disease of the 

lungs, and tuberculosis has in various periods of time 

been a quite common disease. 

Histoplasmosis, which this could be, it 
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is not unconmon. It Is not especially in this part of 
the country, what we refer to as either the Mississippi 
valley region of the United States or Lower Ohio valley 
region of the united states; that is, an area in which 
histoplasmosis is endemic. We would see— Both here in 
Mississippi and in Alabama, we would see cases of 
histoplasmosis from time to time. 

Q. Are there other types of granulomatous disease 
other thaff^ulberculosis and histoplasmosis? 

A. ^jSipse are the principle ones that would cause 
scarred c^lfPlomas. There are other granulomatous 
diseases Sfifedo not specifically form these fibroid 

then there is a disease which is not 
all, which is sarcoidosis, that would form 



| right, was there any presence of fibrotic 
any of the lung tissue? 
in’t know about it being present in any of 
the lung tissue. I did not see any definite in any of 
the slides that were taken. There was one area of tumor 
that — that had an area on the surface that was 
suspicious for being a granulomatous scar, but you could 
not really tell unless you looked — unless I had seen 
the tissue itself. 

Q. Now, the — so I understand, it says here, 
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there is evidence of old granulomatous disease, which 
can cause lung scarring? 

A. Sure. 

Q. Was there any lung scarring in any of the 
tissue from Mr. Seaborn? 

A. Yes, sir. 

Q. All right. And where was that? 

A. pp^it was not granulomatous type lung 
scarring that! was definitely identified. The scarring 
that was pjepnt adjacent to the tumor was out at the 
peripheryNWthe lung beneath the pleura and gave the 
appearanc|^|>|! either having — it was an in-stage lung 
scaWand ilbgld have originated either from previous 
burned oujgjiiferstitial fibrosis or from previous 
atelectasisf^ol 1 apse of lung, for whatever reason, with 
subsequerfny^carring down. But there was scar, old 
scar, unrelated to the desmoplastic scar immediately 
adjacent NMie tumor. 

in other words, there was no transition 
from tumor to desmoplasia to scar. It was just tumor 
? and scar, (indicating). 

Q. Now, is there — And just so I can make sure I 
am understanding you correctly, is there any way to -- 
for you to tell whether the scarring was a result of the 
granulomatous disease? 
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A. That particular area of scarring did not show 
the typical features of granulomatous scarring, as was 
contained in the lymph nodes, but the tumors that in 
other instances have been determined to be of scar 
origin, frequently the scar is -- is known to have been 
present but is not detectable once the tumor has 
occurred, so the scar is not always readily evident in 
>f the tumor. 

help me understand a little bit, too, 
icy my mind, are separating the terms and 
>uldn*t be, and that is the fibrotic 
15 that a scar, a fibrotic granuloma? 
ss. 

iranulomatous disease can lead to scarring, 
*are saying is the actual tissue of the 

i 

lymph nodes d|d have granuloma scarring? 

A. |||||? What we know is that the lymph nodes 
that are hsbidestroyed by tumor show ample evidence of 
old chronic granulomatous disease. The disease did not 
originate in those lymph nodes. The lymph nodes are the 
drainage nodes of the left upper lobe of the lung. 

So by inference, if you have chronic 
granulomatous disease, old fibrotic granulomatous 
disease in the lymph nodes that drain the left upper 
lobe of the lung, there must have been somewhere within 
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■the left upper lobe of the lung a -focus of the chronic 
granulomatous disease, together or not the pathologist 
took a block of tissue from that area or not, in order 
for the granulomatous process to get into that many 
lymph nodes from the hilum of the left upper lobe, there 
had to be a focus of chronic granulomatous disease in 
that left upper lobe. 

r That is why I say you cannot always 
demonstrat^Jthe scar of origin in tunors that may 
have — thatjmay have originated as a result of the 
scar. 

Q. Hli there any distortion of the lymphatic 




a. LMmt do you mean? 

Q. ., you were mentioning, I thought, that 
there washa™^ that the lymph nodes were the drainage 
nodes, pi lf^j iisunderstand that? 

A. jiilfesWe take the left lung and divide it into, 
the left upper lobe and left lower lobe, both of which 
have bronchi that— the major segmental bronchi — that 
then divide into multiple other bronchi that extend in 
that particular segment of lobe. And let's just limit 
ourselves to the left upper lobe, trying not to be 
confusing. But every lobe of the lung has drainage lymph 
nodes that surround the bronchi, the major bronchi, that 
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supply that l<6be of lung. 

A 

In the case of infections of that lobe of 
the lung, if the organisms migrate, they migrate to the 
lymph nodes that are the drainage nodes, if, for 
example, and I am just — This is a hypothetical example 
and i will not even use Mr. seaborn as the example, but 
if, for example, a person developed histoplasmosis, that 
would be affecting multiple lobes of both lungs. 

And you would find in that instance, if 
you went looking for it, you could find occasional 

in the peripheral of the lung, but you 
|hd granulomas in the drainage lymph nodes 
of the lung. 

if in the case of primary tuberculosis, 
Recurs in the periphery of the lung. It 
forms a solitary granuloma, a scar, it then, the — the 
cells re act to the tuberculosis, migrate to the hilar 
lymph nc4@iM 

so in a resected specimen from that lung, 
you could find in the case of a nodule in the lung 
thought to be tumor but not known at the moment, you 
resect that lung, you find a granulomatous nodule 
sitting in the peripheral of the lung and a 
granulomatous nodule sitting in a lymph node in the 
hi!urn of that lobe of the lung, it is just that the 



the dis 
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infections drain to the lymph nodes in the hilum of the 
particular lung lobe. 

The same thing is the case for many 
cancers, if they are going to migrate by way of 
lymphatics, the nodes that you will find the tumor in 
are those lymph nodes that are present in the hilum of 
that lobe of lung. 

Q. jplf, would distortion of the lymphatic 
drainage be .Something you could see looking at a slide? 

A. /jjo^you would not see that. 

Q. NwSNcould you determine if there was any 
evidence 0fS stortion of lymphatic drainage? 

A. ^don't know what you are referring to by 
distortion—I mean, that is not — I mean, it is not a 
observation^fhat would necessarily be made on either a 
gross examination of this particular lobe of lung or on 
a microsc|||Qexamination on this particular lobe of 
1 ung. 

Q. That is not something that is associated with 
a scar cancer, would be distortion of the lymphatic 
Idrainage? 

A. I don't — I don't know what you are referring 
to by distortion. 

Q. well — 

A. Distortion to change the size and shape of 


distortion 
observati q 
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X lymphatics'? Sure, it could change the Size and — a 

2 scar in the periphery of the lung will distort all of 

3 the tissue in the area, but I am not sure what you are 

4 referring to when you use the statement "distortion of 
r 5% lymphatic drainage." 

fT t Q. All right. Now, are proliferation of cells 
t 7^ associated with scar cancer? 




again, 


lung scarl 


1 iteration of cells associated with a 


a. mm sir. 

Q. -lid is that something that would be evidenced 

i 

or yqi could look at the slides and see? 

$ |ag jl 

A. C^Lv ou — if you took sections from the region 
of the sc^r^'-you may well demonstrate the — the 
presence df"The proliferating cells. 

Q. "flTright. were there any presence of 
proliferaidMells in Mr. Seaborn's tumor? 

a. The whole tumor is a proliferation of cells. 

Q. as far as the — any scarring? 

I a. oh, i don't know that I can unconfuse the 
question with an answer, but I will try. Scar will 
distort the tissues of the lung, in the process of 
distorting the tissues of the lung, it will stimulate 
the proliferation of the residual epithelial cells which 
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may or may not: develop into a neoplastic epitheliocele. 

In the instance of slides available from this case, the 
area of subpleural scarring that I referred to just a 
bit ago showed the presence of thick bands of scar, old 
scar, surrounding spaces that had what had to be 
proliferated bronchial or alveoli cells. None of which 
seemed to show a — a carcinominouos or neoplastic 
appearance* but these are proliferating cells. They are 
benign proliferating cells that occur as the scar is 
developing ajid it is presumed that from these cells, 

:he lung is being caused to proliferate 
icreased rate that somewhere along the line 
>e the trigger that forms the neoplastic 
'iggers you don't demonstrate in histologic 
dealing with a tumor that has had time 
to grow tbr a ^-centimeter size, so it has had time to 
destroy a|0|volve an awful lot of tissue. 

Q. Mse4 pigmentation axil ate around the scar 

A. It may. 

Q. Did you see any evidence of this in any of the 
slides that you reviewed? 

A. There was pigment scattered here and there in 
the sections of the lung. I didn't pay a whole lot of 
attention to it. Most of the pigment observed in the 
sections was contained within the lymph nodes. The 



|ttp y/legacy.library.ucsf.ecBldUt/fe^ctflflailOjipBHA/.industrydocuments.ucsf.edu/docs/fjhl0001 






96 




21 

22 

23 

24 


I 25 

http://legacy.library.ucs 


anthrocofibrotic areas of the lymph node. 

Q. would you expect to see evidence of cigarette 
smoking in the scar itself? 

A. By evidence of cigarette smoking, what are we 
referring to? 

Q. well, whether it be any types of pigmentation 



any type? 

— the anthracotic pigment is not specific 
smoke. Anthracotic pigment is a finely 
that can occur in the lung of people that 
if different other things; dust, silica, 


jparette smoke, it is a — Lots of things 
will stilgsJalte the presence of anthrocotic pigment, but 
anthroccu^^pigment is not carcinogenic. 

Q. ^aTI right. Going back to your expert 
disclosu^pJ'Lunq scarring is a risk factor for the 

peripheral lung cancer”, 
what is your bases for that statement? 
The specific basis of reference certainly 
includes the article by Dr. Auerbach that deals with an 
examination of carcinomas originating in scars. 

There are other articles and every 
textbook of pathology will make the reference to the 
fact that although the etiology of peripheral cancers or 
the etiology of peripheral carcinomas are not known, for 


A. 
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example, they are related to scars. So the reference to 
the scarring and peripheral tumors is a reference 
throughout pathology literature. 

Q. Are you aware of any references to scarring 
and squamous cell carcinomas? 

A. Yes, sir. 

Q. .-All right. 


q. yiAll right. 

A. peripheral squamous cells. 

Q. right. And other than the article you 

menfffSf|d, are there any other articles specific to 
pus^jJ carci noma and 1 ung scarri ng? 

A. fjrhgre may be. I just don't recall the 


10 just men 



specificl 
Auerbach i 



sit ions of those references, but Dr. 
jservation was not the first, so I know he 


was referring to some that previously existed in the 
literatures 


*£# Q. Ntet is the risk factor for the development of 

peripheral lung cancer from lung scarring? 

2 A. Numerical risk factor, I cannot tell you, but 

in Auerbach's article of the squamous cells that he — 

21 squamous cell carcinomas that he observed in the 

22 periphery of the lung, a third of them had demonstrable 


scar. 


Q. what about the other two-thirds? 

A. it just said that one-third had demonstrable 
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scars. The absence of demonstrating the scar cancer 
destroyed does not preclude its prior existence. 

Q. is there any way to know whether the scarring 
results from the cancer? 

mr. stuhan: Are we talking about generally or 
in the case of Mr. Seaborn? 

Q. In the case of Mr. Seaborn. 

A. K My opinion — 



Q. P Is there any way you can tell? 

A. ItAot on the basis of any special studies that 
have beeh w ||jne on any tissues removed from Mr. Seaborn, 
but on tj^:#!stologic observation of the tissue of the 


e present. 

My opinion, based on my experience, is 
not — that in areas there was scar present 
give the appearance of having been formed 


ijyp that thii^fspnot — that in areas there was scar present 
w that did fet"give the appearance of having been formed 
by previcpi^iimor. 

||jj Q. Wii other than the lymph nodes, is there any 

evidence of a scar associated with Mr. seaborn's tumor? 

Sr A. I have already answered that. There was a 

4 ^% very distinct area of subpleural scarring of old that 

„ 

22 could have been from old chronic interstitial 

23 pneumonitis. Historically by his x-rays, we know that he 

24 had interstitial scarring, areas of scarring within his 

25 lungs not specified as to where, that preexisted the 
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tumor, presence of a tumor by at least five years. 

Q. And again, is that something that is rare? 

a. no, sir. 

Q. Is it more conrnon than it is rare? 

A. I don't know, what do you mean by "more?" it 
is not uncommon to find. 

Q. pi&s&jld it occur in greater than 50 percent of 
the general population? 

A. ^Nj|, I would not have a way to answer that 
questionable only answer I can give is the lung only 
^limited ways that it can respond to insults 
es. One of which is to collapse, when it 
scars down, if it stays collapsed long 
Pof which is to become chronically inflamed 
%ause chronically inflamed long enough and 
th the circulation of air, it can develop 
things. 

so there are lots of — lots of lungs 
that will have scattered areas of scarring in them, so 
to say that it is uncommon or common is just that you 
can — you are not surprised when you can find areas of 
scarring in individual's lungs. 

Q. now, if indeed Mr. seaborn's tumor was a 
result of lung scarring, it would have to originate or 
there would have to be scar tissue in the area where the 


enough. 
and if i 
interfe 
pneumom 
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tumor was discovered, wouldn't there? 

A. The tumor had a neucrotic center by 
description. One could conclude that when the tumor 
originated, it grew in multiple directions. It grew 
outward toward the surface or along the surface or it 
grew in, you know, 360 degrees. It grows like a ball 

hx i 

grows when you pump a small ball and it grows, or a 
balloon.fwhijih direction does a balloon grew? well, it 
grows injyy^directions. Your presumption is that the 
origin opt i tumor is somewhere related to the central 
asneets b the tumor, it did not occur off on the side 
w <in one direction away from that focus, but 
►re in a central location and grew in a 
fashion, which would be outward away from 
the centlr bf the origin. Tumors usually grow in 
spheri ca jgjgf hi on. The center of the tumor became 
neucrotiif^shatever was contained in the center; scar, 
tumor, granulomas, anything else, everything became 
completely neucrotic and unrecognizable at the time that 
the tumor was excised. 

Q. So, but — 

A. So the point of focus may no longer be 
present. 

Q. But there would — if, in fact, this was a 
scar cancer, there would have had to have been a scar in 
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1 the exact location that the tumor originated, wouldn't 

2 there? 

3 A. Sure. 

4 Q. And is it your opinion, then, that the reason 
^ that there was not any evidence of — of the scar 

associated with the tumor was because it had become 
neucrotic by being enveloped by the tumor? 

STUHAN: objection; question based on 
foundatfon which mischaracterizes Dr. Martin's 
earlf JJJtesti mony. 

NM WITNESS: what X had said was the center 
* ^ part f^Jt he tumor was neucrotic, so whatever may 

• have been in there was no longer recognizable. To 
say ||§|) the scar was not there is simply to say 
that^life pathologist did not specifically take a 
block of tissue from the region that might have 
contained the scar. All we can say beyond that is, 
he didpshowever, take a section that showed tumor 
in continuity with old scar, so we know old scar 
was present in the vicinity of vdiere this tumor 
i originated. 

22 MR. esdale: 

23 q. now, continuing on, it says, "Dr. Martin's 

24 opinion that Mr. Seaborn has several risks factors for 

25 the development Of lung cancer, including smoking age 
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and previous Tung disease. Por this reason, it is not: 

2 possible to determine the cause of Mr. Seaborn's cancer 

3 to a reasonable degree of medical certainty." 

4 Do you have any percentages for the risk 
5’\ factors associated with the various items that you 

listed as far as — 
a. no, sir. 

Q. ypNi&moking age or previous lung disease? 

MR. stuhan: I am going to object to the 
quesgiop because I am not sure what you mean by the 
tem^^hcentages." Percentages of what? 

> BY MR, ESp lS 

^ Jjj. jjell, I will just go about it this way: Can 
you auan t^ Ljn any way the risk factors of smoking age 
and previ pg#^ ung disease? 

A. - No^l can’t quantify them. I can simply say 
that they exist in this one person. The older you are, 
the more libely you are to develop tumors. The presence 
of previous lung disease has been described as being 
associated in the instance of scarring and previous lung 
disease scars have been associated with the origin of 

22 peripheral carcinomas, and smoking is — has been 

23 inferred by others in all sorts of tumors of the lung. 

24 And to say that — you know, to what extent any one of 

25 these may have been the determinative factor, I don’t 
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•chink it is possible to determine. 

MR. STUHAN: Graham, if you are a minute or so 
away from finishing, we will continue, but if you 
have got a little more to go, maybe we should take 
a short break. 

MR. ESDALE: I think we are about through. I 
mean, we are on the last sentence here. 

N. 


11 


: 




22 

23 

24 

25 


WITNESS: I can hold it a little bit 

longer, 5 ^ 

jp 

BY MR. ESbALEi 

f . 

Q. , Jt#ays that you believe that the scarring of 
Mr. seabo fes^ lungs was the most important risk factor 
for*^the development of his lung cancer. 

what do you mean by "the most important 

ri sk factg$**V 

A. "Thejiterns of the smoking age and previous lung 
disease ljsted above that, it is the only one for which 
there is p^afature to substantiate the etiology of 
peripheral lung tumor, and that statement is made by 
many — in many publications that with respect to 
peripheral lung tumors, whether it be adenocarcinomas or 
squamous cell carcinomas, the statement is that they are 
frequently associated with scars, and if that is the 
only statement for which you have hard evidence in the 
literature, it is the only statement for which you can 
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nail down anything with any degree of probability. 

Q. All right, well, you said there was— I think 
you mentioned something about the literature that 
substantiates this. 

A. Yes, sir. 

Q. And what literature are you relying on to form 


the basis of your opinions that substantiate — 


¥ 





22 

23 

24 

25 



st said it. Yeah. 


A. jgjpiarticles by Dr. Auerbach and those that he 

a? lr 

refers toFffHris article and the general statement that 
is mad e ijyjjf) my knowledge, every textbook of pathology 
thaBfxidiscusses lung pathology will make 
reference^gi^he fact that peripheral carcinomas, even 
^ though thp ethology may not be specifically known, are 
frequently as^ociated with lung scars. 

Q. yypi when you say "frequently associated," 
isn’t it iph^that there is a — a lot of these articles 
have lung scars associated with carcinomas because the 
lung scars occur as a result of the carcinoma? 

MR. STUHAN: Objection. I don’t know what you 
mean by "these articles." You seem to be referring 
to something in particular, but I not sure what 
that is. 

BY MR. ESDALE: 
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1 Q- Are you aware of* any literature that suggests 

2 or concludes that lung scars associated with carcinomas 

3 of the lung result from the carcinoma and not the — 

4 from the scar? 

5% A. I forget the author, carter maybe, or Moran, I 

'i cannot remember precisely, but they did a study to 
"T 1 demonstrate that much of the scar that you see in a 
carcinomafeJaSpther it be carcinoma of the lung or 
anything felse, is scar being produced by the carcinoma, 
Vj and I would npt sit here for a moment and tell you that 
11 most of t»ft~dfcar we are seeing in this tumor was 



produced 



the tumor| 
tumor wiT 


adjacent 


j|ris tumor. But I am here to say that the 
the scarring that was present adjacent to 
V 3 s not produced by this tumor. But the 

IfOduce scarring. 

“-i 

dw, are you saying that the scar that was 
jhe tumor produced the tumor in this case? 
fegcould have, what else would have caused 



Qjjp the tumor to produce in this particular location of the 
IfN lung? 

£Sm Q. You said it could have, do you have any 
22 opinion with any degree of medical certainty more than 


23 that? 


A. More than that what? 

Q. More than it could have. 
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A. it is the — it is the only thing present "for 
which there is literature to backup a possible etiology. 

Q. Let me ask you this, then: Is there — are 
you aware of any epidemiology that shows or demonstrates 
that lung scarring is a greater risk factor for 
peripheral lung tumor than cigarette smoking? 


A. There has never been an article written that 


has sh 


between 


otherwi se. 



statistical probability relationship 
:d carcinogens, cigarette smoke or 
I peripheral carcinomas of the lung, 
do you know what the — I think I — I'm 
be redundant, but — do you know what the 


for the statistical association between 


periphera^y^nors of the lung and lung scarring? 

A. not a statistician, so I don't know what 

the statfstf^il — statistics say. what the comment is 
is that, quote-- i am not really quoting, but the 
comment iMpi’aph rased form is that although the 
etiology of peripheral carcinomas is not definitely 
known, they are frequently associated with scars. 

now, that is the statement that is made. 
It is not my statement; it is statement that is present 
in the literature. 

Q. okay. 

A. And there is no percentage factor based with 
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1 it or not. 

2 Q. So I assume then that you cannot say, then, if 

3 there is no percentage factor based with it, that the 

4 source of — of Mr. seaborn's tumor is more likely a 
p 5\ lung scar than anything else? 

MR. STUHAN: Objection, the question is 
argumentative and mischaracterizes earlier 


npBj witness: The only thing — the only way I 
knowroach that is that the — the gentleman 
has * /fdfence of preexisting Tung disease that 
jrocf^iJ scars and he has a tumor that originates 
jjn idp^periphery of the lung, which according to 
the ^ifature available states that tumors arising 
in the periphery of the lung frequently are 
associated with scarring, previously existing 


Q. NWyou say "frequently." Are you saying more 
often than not? 

A. All I can say is frequently. That is the word 
that is used in the literature; it is not my word. 

22 Frequently or often or sometimes. You know, the word 

23 varies depending on who is writing the sentence. 

24 The only hard number would be in 

25 Auerbach — that I am aware of would be in Auerbach’s 
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article, which fully a third of the squamous cell 
carcinomas of the periphery of the lung were associated 
with scars. 


Q. Do you know what the prevalence of scar 
cancers are among all lung cancers? 

A. Four percent of squamous cells, what the 
percentage for other cancers, I don't know. But you 
can — I have the exact number, no. 

Q. the 4 percent, what are you basing that 


th^psfiing 


a. NPftercent of the carcinomas of the lung are 
peripherjBfcinomas, 85 percent of the carcinomas of 
thlNIing j§P|e jcentral carcinomas,by previous definitions. 

L—J of the 15 percent that are peripheral 
card nomapf% third of them are related to scars, 
identifiable^scars. That would give you 4 or 5 percent. 

q. And are you aware of any literature 

that sugcfe&tst that scar is secondary to the cancer? 


carci nc 


that sugc 


A. which scar? 


Q. The — any scar that is associated with a 
peripheral lung tumor. 

MR. stuhan: Objection, that has been asked 

and answered, I think, multiple times. 

the witness: The only — You have got to ask 

- T 

your question again. My mind is gone — my mind 
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got misdirected. iff you could ask your question 

again. 

BY MR. ESDALE: 

Q. Sure. 

A. Am x aware of certain literature, what was 
the rest? 

Q. Are you aware of literature that suggests or 
contends d&Mi the association between lung tumors and 
scar woulty^j that the scar is a result of the lung 
tumor? 

'e is literature that says some scars could 
of a lung tumor, yes, but I cannot cite 
: erence. I think it is by carter and 

I don't — I don't recall it right off the 
rd- But they did not make claim to the fact 
that all icaff were the result of a tumor. They said 
that someLsf^he scar would be the result of a tumor. 

Q. pnASf, do you know what percentage? 

A. no, sir. 

Q. And if some of the 4 to 5 percent of the lung 
cancers that were associated with lung scarring were a 
result of that, that would lower that percentage, 
wouldn't it? 

MR. STUHAN: I object to that question. I 

think we have got the numbers that Dr. Martin 
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mentioned just a few minutes ago oonfVised here. 

The only 4 percent number I recall Mm testifying 
about was that scar cancers represent 4 percent of 
all squamous cell carcinomas. 

the witness: Have been demonstrated in 
4 percent. 


7 



BY MR. ESDALE: 


n 




to put a 
cancers 



so— 

tumors of the lung. 

And of those 4 percent, there is no way 
e on which of those — which of those scar 
— whether the scar was secondary to the 



22 

23 

24 

25 


A. x didn’t look at the material that Dr. 
Auerbach looked at. All I can do is take his comments 
about thrtaterial he looked at, but he is a pretty 
thorough Batjp logist, and his comment is that he 
demonstr^Jd4)ld scar. And I am — I would bet that Dr. 
Auerbach could tell the difference between desmoplastic 
scar and preexisting old scar. 

Q. All right. Let me ask you, of those three 
articles, is there one specific one of those three that 
you are relying on for the scar cancers? 

A. no, they all make references to one extent or 
another, it is just one deals principally with a 
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discussion of soar carcinomas. 

Q. And is that the one entitled-- 
A. it has such a title. 

Q. okay. 

A. But all three of them have a bearing on the 
testimony. 

MR. ESDALE: I think that is it. If y'all 
me a second to look through my notes, I 
done. 

STUHAN: Let's take a short break. 

(Brief Recess.) 


iu had mentioned or brought up the term 

couple of times. I assume you don't plan 
ly opinions as to whether Mr. Seaborn ever 
;is, do you? 

in't know what kind of chronic 
disease he had, I just know he had it. I 
don't know whether it was tuberculosis or histoplasmosis 
or what. 

Q. And again, I am not trying to be redundant, 
but you mentioned, I think, in your expert report that 
lung scarring is a risk factor for the development of 
peripheral lung cancer; is that correct? 

A. Yes, sir. 
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Q. And other than the term that you used that 

said it appears in the literature frequently, are you 
aware of any other bases for the opinion that lung 
scarring is a risk factor for the development of 
peripheral lung ameer? 

A. other than what I have already said. 

Q. okay. Are you aware of anything that 
establishes lung scarring as a risk factor for the 
developmf^^f peripheral lung cancer to a — any — 
well, letyme strike that and see if I can ask it a 
little nx^^ntelligible. 

, Llfc STUHAN: I join in that objection. 


Q. ^weyi, let me just ask it this way: Are you 
aware of ^Kfigures that establish the association 
between - ^we pi, let me strike that. 

Are you aware of any figures that show — 
that has Mystical significance to demonstrate that 
lung scarring is a risk factor for the development of 
peripheral lung cancer? 

A. There are no studies that I am aware of that 
have done a statistical analysis of peripheral lung 
cancers in relationship to scarring simply because of 
the decreased frequency of such tumors, to get a large 
enough population of patients with peripheral lung 


http://legacyJibrary.ucsf.ecBid^<^ct(l{i!aQCWpy(slW.industrydocuments.ucsf.edu/docs/fjhl0001 


52299 0T72 





113 


1 

2 

3 

4 



r 



ll 



22 

23 

24 

25 


cancers in order to do a statistical analysis has not 
been reported that I am aware of. 

Q. Okay. Are you aware whether ~ is cigarette 
smoking a risk factor for peripheral cancers of the 
lung? 

A. it is possibly a risk factor, but to the 
extent it is never — I mean, it is always implicated, 
but to th& extent that it has been statistically related 
to or asSi^tld with peripheral lung cancers, that has 
not been either. 

MR. ESDALE: That is all I have got. 
CROSS-EXAMINATION 

BY>“ 



pve a couple of questions, Dr. Martin. Mr. 
f^ou about scarring as a risk factor for 
I would like to ask you about another one 
tctors that you mentioned in your expert 
id that is smoking. 

My question is, do you have an opinion as 
to the likelihood that cigarette smoking was the cause 
of Mr. seaborn's lung cancer? 

A. There doesn't appear to be a likelihood of 

smoking as etiology based on a couple of things. 

Number one, there is no observation that 
the tumor originated from any focus related to an 
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airway, and the presumption is that if cigarette smoke 

were to cause the cancer it would have to be by way of 
inhalation. And the usual greatest concentrations of 
anything that might be inhaled that is carcinogenic 
would be in the major airways, not way out in the 
periphery of the lung where it might— very definitely 
would be diluted in concentration and, secondly, would 


be widel^Jl^tributed and, hence, you would expect a 
greater likelihood of multiple tumors. 

The third thing is that historically and 
literature, cigarette smoke carcinogens 
iled carcinogens that have been implicated 
of the lung have been implicated in 
:o centrally located cancers that arise in 
ius and also are associated with a variety 
is areas in parts of the bronchial tree not 
iciated with the tumor; namely, that you 
if smoking were to be the etiology or the 
cause of this tumor, you would expect to find 
precancerous fossae ducts there in the 
tracheal /bronchial tree, and none were demonstrated in 
any of the sections of the central bronchi that were 
available in the tissue that I observed; namely, there 
may have been a little bit of basal cell hyperplasia, 
and as illustrated in one of those photomicrographs a 
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little bit of goblet cell hyperplasia. But the 
conclusion there, that is related more to chronic 
bronchitis than anything that is particularly 
carcinogenic. 

But, specifically, there was no 
demonstration of precancerous conditions that have been 
previously described; namely, squamous metaplasia. 

There 



carci 



ha 

# 

were due 

Q. 


ignificant involvement of that. 

Certainly, there was no desmoplasia 
demonstrafldtln anything in these lung sections, and no 

two was demonstrated. 

I 

; So the precancerous conditions that would 
ought to have been there were not, if it 
inhaled carcinogen. 

ally, I have one housekeeping question to 

§ 

ask you, and^jc may not have been listening closely 
enough tcCyour testimony, and if that is the case, I 
apol ogi zeipiii 

I believe you testified that 15 percent 
of carcinomas were peripheral, and when you gave that 
testimony, were you talking about all carcinomas or 
squamous carcinomas? 

a. of all the carcinomas of the lung, all of 
them, 85 percent or thereabouts are those that are — 
originate in central locations in the lung. The 
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remaining 15 percent: have peripheral locations that 

are — for which no direct connection with a bronchus 
can be demonstrated. 

Q. And — 

A. And that is all, whether they be squamous 
cells, adenocarcinomas, or large cell carcinomas. 

Q. is it your testimony then that a third of all 


peri pher 


carci nomaS?< ; 



cancers regardless of cell type are scar 


A. # jwpity — I believe in the article that 
Auerbach Slifia third of them — No, a fourth of them, 
26 g||:cen^^'e squamous cell carcinomas, 52 percent 
wer l^ denj^r^inomas, and the remaining were mostly 
large carpi$mas with a rare or occasional small cell 
thrown in|#$&jp — if I recall the numbers, but I would 
stand by iyhaB|ver the numbers are in his article, but 
somethina ^n^t he order of 26 percent would be squamous 
cell-- peMpi|ral squamous cell carcinomas. 

MR. STUHAN: That is all I have. 

MR. esdale: Nothing further. 

(whereupon , the deposition was concluded at 
approximately 1:38 p.m.) 
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CERTIFICATE 


I, Marilyn Susan Rea, court 
Reporter, and Notary Public, Lafayette County, 
Mississippi, hereby certify that the foregoing 
luding this page, contain a 
correct transcript of the 
aken by me and reduced to 
ript by means of stenograph 
time and place heretofore 
e : aforementioned matter and later 
nscript fonn by me to the best 
id ability. 
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I further certify that I placed the 
witness under oath to truthfully answer all questions in 
this matter under the authority vested in me by the 
State of Mississippi. 

I further certify that I am not related 
to or in any way associated with any of the parties to 
said cause of action, or their counsel, and that I am 


http://legacy.library.ucsf.ed S'ddr'geqBffpSO/jadfw.industrydocuments.ucsf.edu/docs/fjhl0001 



not interested in the event hereof. 
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my hand this 5TH day of September, 2000. 
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My CofTmis&idif Expires: January 10th, 2004 
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■ Seaborn v. R. J. Reynolds Tobacco Co., et al. 

Richard L. Seaborn 
Medical Records Index 


fiospitals 



^4 

■? 




ft 



140904-00001 to-00010 

Seaborn Medical Records 
140917-00001 to-C 



Seaborn Medical Records 
^145785-00001 to 

Seaborn Medic 
145785-00013 to 




Baptist Medical Ctr. 

Admission 05-02-74 thru 05-06-74 

Lakeview Community Hospital 
Outpatient Visits 01-28-91, 11-07-95, 06-25-96 

Columbia Hughston Sports Medicine Hospital 
Outpatient Visits 02-15-91 & 03-29-91 

Columbia Hughston Sports Medicine Hospital 
Admission 04-08-91 thru 04-09-91 


Physical 
iers 

ProgresfHotei 
Radiolofi^^lorts 
PathologyEissults 
L aboratoryReport 
Medication* 
Nurses i 
Misc. 


Seaborn Medic^l.R^prds - 
145785-00059 to *10063 



Columbia Hughston Sports Medicine Hospital 
Outpatient Visit 04-16-91 


http://legacy.library.ucsf.ed S^d^geq0ffp@0/jadfw.industrydocuments. ucsf.edu/docs/fjhl0001 


52299 0787 





(a Seaborn Medical Records - Columbia Hughston Sports Medicine Hospital 
145785-00064 to -00140 Admission 04-22-91 thru 04-26-91 


Admission 
Final Diagnosis 
Physicians Orders 
Progress Notes 
OR Record - Anesthesia 
Operative Report 
Radiology Reports 
Pathology Results 
Laboratory Report 
Pulm. Ftuic. Lab\ Blood Gases 
Diagnostic Procedure 
Medications 
Misc. gr ^ 



Seaborn Medical 
140924-00001 to -| 

Seaborn Medica^ 
140865,-00001 to 4 






ds - Southeast Alabama Medical Ctr. 
Outpatient Visit 10-20-95 

ds - University of Alabama Hospital 

Outpatient Visits 06-24-96 & 07-23-96 


Flowers Hospital 

Outpatient Visits 07-09-96 thru 11-07-96 


Seaborn Medical 
158168-00001 - 



lords - The Kirklin Clinic 
^ Outpatient Visit 07-23-96 


Seaborn MedicalRecords - University of Alabama Hospital 
140865-00010-000^%^# Admission 07-25-96 thru 07-31-96 

140865-00026 to kstoM 


Admissioa^lisiil 
Final Diagnosis 
Physicians Orders 
Progress Notes 
Consults 
OR Records 
Operative Report 
Radiology Reports 
Pathology Results 
Laboratory Reports 
Diagnostic Procedure 
Medications 
Nurses Notes 
Misc. 
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,V Seaborn Medical Records 

140865-00114 

Seaborn Medical Records 

140885-00043 to -00055 

i J Seaborn Medical Records 
\ 140917-00007 to-00008 

^ Seaborn Medical Records 
140917-00009 to-00010 


| Seaborn Medial Records 

| 267602-00001 to-pfc&d 

\ Seaborn Medical. Records 
f 140885-00056 to 



University of Alabama Hospital 
Outpatient Visit 08*13-96 

Flowers Hospital 

Outpatient Visits 08-21-97, 02-19-98 & 08-18-98 

Lake view Community Hospital 
Outpatient Visit 10*24-97 

Lakeview Community Hospital 
Outpatient Visit 09-29-98 

South Miami Hospital 
Outpatient Visit 07-27-99 

Flowers Hospital 
Outpatient Visit 11-21-99 


Doctors 




'^Seaborn Medical 




M SeabirilMedio^sRecords 

um-mmoi tok&mi. 


icUities 


Seaborn MedidaiRecords 
252711-00001 tokOOS^I 


Seaborn MediSi^piiords 
140890-60001 

Seaborn Medical Records 
140881-60001 to -00025 

Seaborn Medical Records 
140872-00001 to -00004 

Seaborn Medical Records 
140887-00001 

Seaborn Medical Records 
140886-00001 to -00004 


- Dr. Robert Ash (Sent to RSI for Bates numbering) 

- Kenneth C. Yohn, M.D. 


Alabama Army National Guard 
Office of the Adjutant General 

Cardiology Assocs.,P.X. 


Clayton Medical Ctr. 

• Eye Institute of the South 

• Flowers Hospital 
Pathology 

• Flowers Hospital 

Radiology 


Seaborn Medical Records - Hughston Clinic, P.C., The 

140908-00001 to-00087 
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Seaborn Medical Records - Kirklin Clinic, The 
158168-00001 to-00011 

Seaborn Medical Records - Montgomery Pulmonary, P.A. 

140896-00001 to-00008 



Seaborn Medical Records 

>,257444-00001 to -00002 

Seaborn Medical Records 

257443-00001 to -00004 


Seaborn Medical Records 

.257612-00001 to- 




Seaborn Medical Records 
159752-00001 to-l 

Seaborn Medic 
140898-00001 to 

Seaborn Medical Records 
140865-00013 to-00027 
140865-00115 to-00129 


eabom Medical Records 
140863-00001 to-00004 


National Personnel Records Ctr. 
a/k/aNPRC 

National Personnel Records Ctr. 
a/k/aNPRC (MO) 

National Personnel Records Ctr. 
Civilian Personnel Records 

- PrimeCare of Dothan 


- Pulmonary Assocs.,P.A. 


- Radiology Professional Services 


- Rehabilitation Services of Columbus 
Human Performance & Rehabilitation Ctr. 

- Southeast Alabama Medical Ctr. 

Radiology 

- Southern Bone & Joint Specialists, P.C. 


- Tri-State Cancer Ctr. 


University of Alabama Hospital 
Correspondence 


University of Alabama Hospital 
Pathology 


Seaborn Medical Records - Urology Associates of Dothan, P.A. 
140894-00001 to -00006 
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Billing/Pharmacies/Mtsc. 


Seaborn Medical Records - 


140880-00001 to -00005 

Seaborn Medical Records 
140874-00001 to-00058 

% 

gf Seaborn Medical Records 
140875-00001 to-00073 

ri 

Seaborn Medical Records 
^ 257422-00001 to ^0002 

^ Seaborn Medicpl^eclrds 

% 145784-00001 to *000Q2l 


Seaborn Medic^ Records 
140884-00001 to 

Seaborn MedicfkRe^rds 
^^>59751-00001 to TOffr 


Seaborn Medical Records 
140916-00001 tOgOPOOS 

Seaborn MedicalRecords 
238253-00001 



Seaborn MedtcSlReeOrds 
238257-00001 

Seaborn Medical Records 
140870-00001 to -00004 

Seaborn Medical Records 
*|140877-00001 to -00017 

Seaborn Medical Records 
238282-00001 to -00006 

Seaborn Medical Records 
140862-00001 

Seaborn Medical Records 
159754-00001 


- Affiliated Dermatology, P.C. 

Billing Records 

- American Family Life Assurance Co. 
a/k/a AFLAC 

- Blue Cross & Blue Shield of Alabama 
Legal Dept. 

■ Clayton High School 
Academic Records 

- Columbia Hughston Sports Medicine Hospital 
Business Office 

- Flowers Hospital 
Billing Records 


; - Kanawha Insurance Co. 


• Kirklin Clinic at UAB 

Billing Records (sent to RSI for Bates Numbering) 

• LakeView Community Hospital 
Billing Records 

- Medical Solutions, Inc. 

Billing Records 

- Pathology Billing 


- Radiology Assocs. of Dothan, P.A. 
Billing Records 

- Social Security Administration 


- Surgery Billing 


University of Alabama Hospital 
Business Office 

W aim art Pharmacy 
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-4UC-0*-*oe.£> S«,|T PM sales.cept 


^oWcujSvuv 

111 US. Hwy H 6 60- P-0. Box 5497 
Meridian, MS 39302 
601-486*5101 FAX 601-693-2487 
Today's Date: W*dftMday. August 09. 2000 


># *®1 60S i*»T 

-i A . > '.*4. . . £•-, „ .. 

Catering Contract 

Day & Data: i M CttiCV -Ai flmt ii> 2W& ——— 

Tim*. Start 9 0 QAM --End SflP . PM .. — 

Room: £*£_& ----- ■ " — 1 

Fo*t As: 


p.o* 


CONTRACT INf ORMA >lON 


ganizSition: Anhui M, Martin. 

Subha Mari in. 

r ^gk Point tXtfg . Meridian- MS 39301 


Telephone 
Id Cn&rye Of. Marlin 




CATERING SERVICES 



Sal-Up: _fi_ Guaranteed: 

Fooo/Bewege RaqwiremenH' 

8.00 AM 
Water station 

i i pol reg coffee ® $650 +«■* pe f pot 


j denotes 7% tax. 15% gratuity, 4 3 % fib titvtoa.) 


billing; insi ructions 


EPOSIT AMOUNT: DATE DUE- 

PSTtMATEO TOTAL CHARGES _ MASTER ACCOUNT f 


TYPE: LiGSL NUMBER: 4217260010502432 
CARDHOLDER'S NAME. MARTIN 


EXP. DATE. 03/01 


mu,t *• '* dwv * 4 36 hM *'* * *>*•»*■ Ova'anteet for a Monday or Tuesday fuMtten 

iawnt#g oy u.og m?OA <Jr» in* praoMlng Ffroly. 

numt * f ' m * <5 “ Momtf *" t * c/ ’* r »» d tor »» 8«»raMM4 amount. Tba not#' w*t aet and crept* for 
. h , CAN0eu>Ti{>w POLlCr 

• Me r*? h «“"** - • P .* - *. < 

' Pt - faj ar S ^-^ _ x ” m * tonutrva luofaw to canoetstiofl by tna horal. urn;, mis cor.vtct I, sign** ana 

— Vjl/x* _ 


i eonttsc ana 
i sign** ana r*c*lv*a by 


Cu*io»n#r SVfnsiu is 


Moiai n»(v»»ant»i>» 


Data 
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AUC'C»-J000 04 !16 p„ 


BEFI 


6@l 4»J i4?T 


p. ©: 


1 

2 .. 

3 

4. 

5. 

**•? 


di 



ion guests will b« 
act. 


CAT6RiNQ1*aUG4s ' 

U no guarantee it teoeivad, tne KoW will prepare and charge for the number of persons estimated from tns catering 
contract. 

Ail bsnq jst checks must be signed by the person <n charge ore cfeeigneted representative at the completion of each 
function. Any diecrepenoiee In counts or ohargee should be Identified and resolved at thst time. 

AH catering functions are subject to service (gratuity) Charges and applicable state and local S3)ei tax# J 

A deposit w required for all catering functions unless pnor credit/payment arrangements nave been established with 
the Hotel, 

If a function must be canceled, the deposit will be refunded in full il the hotel has received notification of the 
cancellation at least 30 days pnor to the function. (Refunds for cancellation of major Christmas parties, etc. are at the 
' ■' tion of the hotel) it will be at the discretion of the hotel whether to refund a deposit if cancellation notification is 
ed less than 30 days prior to the scheduled function. 

Payment in full * required In advance for all catering function* unless prior credit arrangements have oeen established 
e hotel 

a Change from the original room eet-up is requested on the day of tne fonction a labor charge win be added to the 
banquet cheek. 

menu selections should be submitted two weeks prior to the function tc insure the availability of the desired menu 

Nojood or beverage of J^klndwiH be permitted to be brought into any banquet/meeting rooms by any guest without 
^'^ Vior written approva^cf th#^eneral Manager 

to the banouat room s-to expectea to depart at the times stated on this catering 

istomer cbtein and pay for bonded security personnel when valuable merchandise or 
’Ornight in the Hole 1 

f the arrangements and ell expenses of shipping materials, merchandise, exhibits or 
Hotet. The Hotel must be notified in advance cf shipping arrangements to insure 
upon arrival at the Note. 

mage to or toss of any items left in the Hotel prior to or following any function. Tne 
resentatton* to the customer other than those printed hereon 
to move function# to other meeting/banquet rooms other than those appearing on the 
ton - 

shall reimburse the Hotel for any damage, toss or liability Incurred by the Hcte! by any 
pereons or oTgariiiations ■contracted by the customer to provide any service or good 

n -v- 

i*|ng room or lobby walls, or any directional sign* must be approved by the Hotel 
With notification when possible, 

Hotel shall not be liable toryion-performance of this contract when such non-performance is attributable to labor 
dispute* or str^si^bidentc, government (Federal. State and Municipal) regulations of or restriction upon 
l or transportation, "hoh^vaitaWity of food, beverage, or supplies, not*, national emergencies, acts of God and 
er cause* whether epnjwm&K? herein or not, which are beyond toe reasonable control of tne Hotel preventing or 
lering with the Hotef# performenc*. in such event, the Hotel shall not be liable to the customer for any damages, 
ther actual or conse^tg^j^Wtlch may result from such non-performanoe. 

|withslanding any other provision of this agreemant owner and/or manager of this Hotet shad be relieved from al 1 
inements hereof, and this agreement ehell terminate if owner shall sell, transfer or otherwise convey its interest ir. 
Holiday Inn Hotel, provided owner has given a! least 30 days notice of tne transfer of Its interest in the hotel anc 
inalion of this agreement fn the event or any such termination, owner shall return ail advance payments or 
Its wnereupon the parties shat) have no further obligations to each other, provided that if the hotel shall be 
tmued in operation as a hotel sftsr such transfer by owner then owner may assign ad of its fights and obligations 
' this agreement to the new owner who shell then oe soiefy responsible for performance hereunder, and owner 
relieved of all obligations and responsibilities under this agreement upon transfer of all advance payments and 
deposits received by owner to the new owner. 



Hotel may request 
its are displayed or 
The customer is respoi 
otner items to and 
acceptance of th 
Hotel is pg§|$$pon 
Imakee^Mwprran 
Hotel reserves tne 
catering ettnt***, 

customer is responi 
e customers, guesl 
re. during, and after the; 
item* to be put on 
rices are subject to 








I • 
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*©* 695 2 * 9 ? 


P.Bl 


ouo-ej-seeo ©«:js PM 


Soles . i>e«»t 




Holiday Inn Northeast 
111 US Hwy 11 &80 
Meridian, Ms 39302 
601-485-5101 fax 601-693-2497 

Date: 8/9/00 


Pages: 



From: 



3 

Dr, Bubba Martin 
601-681-6003 
Beth Hisaw / Sales 



ract for the moating room follows, If there are no 
motions Just fax a signed copy to the above number, 
'log Holiday Inn Northeast 
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division or Aiuxotac mxsoloot - suiaicM. stx hoiogt sicio.r^ 
tex cNxvnsrrr or oauha *o stxul 

m QHzvmzrr op alaiaxa as hwowsam 

619 S. 19it Street, Hatagham. 41 15133 
(103) 934-4977 



Name: SZJJ0J.V-11CEASJ5-L 
«fll 4: U96144 Cm* 4: 73962 

4ge: 60 7 Um: 8 Sex: a 
loon: -AHA 


0*t« Accetalmed; 07/13/96 13 :U 
SPECIMLH: Su|e^1c« 1 5r«lau 


Surgical Pathology 4 : * 96-14972 
PfayCclu; 

Or. tOUU J. CHL70LI0 
Additional Report a to: 

Or. 1060.1 J. cm OHO 

Uporct 07/29/96 18i31 



CLUQC^. BISTORT: Tie patient la a 60 year aid male vlit cheat pals and 
a *ua pCCied 1 1 rail carcinoma. He haa i 'u|>tlTt hard a can'. 

ormxltfttijr coKmtdiiotf: 

731: 4p J, eal mediaetInal eaae - Moderately differentiated aqua* oca call 

catciaopEgygr 

?S2: N t 9 lymph soda — 4nthraco4le ead fibrotlc nodule - Negative 


cross ateaa 

tie pattern! 


RSSP 


:0H; The epedaea «i seat la eaa eoucalaera labeled with 
km and eedlcal record number. 


Contalne^i 
nodule aei 
permanent 


l U labeled "41 apical medluclanl ew Cf rotea aactloo)". 
■ah;la a piak-caa nodule char measures 0.4 x 0.9 cs- It la 
SSSjfaad aubeitted for permanent aecctoalaf. 

labeled *49 lymph, mode’. Received ft tat la a pale brown 
irla* 0.4 x 0.9 ce. Proses la coco end further .eubmltced for 


Cos tala* r 43 It labeled "#6 lymph soda*. Ratal ved la f ezmalis are two 
gray-piai'iymph, nodea chat aeaaure 3.0 x 2.0 x 1.0 aad 1.2 x 0.8 x 0.6 
ca. Cut ; eec Clop* through each soda revmals hladt aatfaxaeocle pliant, 
4 a*5Xlo|g:Ssf'5'Si» larger node la placed la caaaetca A aad the smaller 
coda It t uba It 


la coco la caaaatta labeled a. 


Container 44| la labeled ”47 lymph soda”. Received la formali n ara two 
gray-taa lii^Ssjodai which maasure 1.3 x 0.6 x 0.3 a aad 2.0 i l.f.t 
1.0 ea. Cix eecdoaa reveal black aachxacodc plgaent. A ” 
repreaencatlve a ecu on of each 1* la caaaatta labeled C. 

Container 43 la labeled "49 lymph node”. Received la forsalin is e 
fray-tan nodule eaaaurlag 1.0 x 0.6 x 0.3 ex aubaltted is toto la 
caaiette labeled 0. ' 

Container 46 la labeled '410 lymph node*. Received la formal in la a- 
fragaenc of taa-black tlaaua Chat a ea auras 1.3 x 1.0 x 0.3 ca. 4leo la 


SORCXCii P 42 S 9 UCT SXP 0 CC 


ricz i 


1408W5-00076 
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. S*. 

OXVISXOK OP AKAICKIC PUSOIOCT - SDJLGICAL Pi. ISO LOOT SECTXOK 

tax wmm or aiasama eosnxn, 


gjJOiLS-1 T raLi?Tv .r 


Sox*lcJLl Fachalo^ : S96-14972 


the cetulwr ere several iwlltf iMpisu of gray-tan tissue that 
•m«m la aggregate 1.0 x 0.8 x C-l a. The *pedasa is submitted la 
toto la on* euticu, 


labeled I. 



Container 87 1* l abel e d “left lower lobe*. Received la formalin lx * 
loft lower lobe thee uuuiu 22.0 x 8.0 x 1.0 as ud smiths 280 grew, 
he ou tod cl the specimen lx x Him axxx that huucu 7.0 x 5.0 x 6.0 
cm. TM* mom appear* co extend oato the pleural surface. This area la 
irregular aad grsp-cen. Thsr* are ao other tueor* that axe palpated la 
the raat of the long. Zbx bronchos appears normal. . Several lymph node* 
around the broachux appear dark gray co black. Tha eexa groeelp la 1.5 
cm free the bronchus. Cut a action* through the max* reveal* a eelld 
fray-yeAlov maaa that aeaaura* 6.0 X 3.0 x 2.5 ca. Tha maaa la necrotic 
chrohffj ehd cancer. Section* through tha remainder of the lung 
pertajhyms^xnvmal.i a dark rad-pink airline. Thar* are no groan cueora 
or f|r»«*x4aa Identified within cMa ■ 

‘IONS: 

. aarglca ead lymph aodaa. 
oca of tumor and pleural margin, 
as of aor* normal-appearing lung tissue. 

Is labeled "periaortic lpmph node*, deceived in formalin 
eui of tlaaua that measures 3.0 x 2.5 x 1.5 cm. Cat 
el e smooth can surface on one end aad an irregular soft 
surface am the other end. . 4. representative eacslon la 
In one cassette labeled K. 

Is labeled "aadlaxtlaal tissue*- Received la formalin are 
s .of ten-pink tissue that measure from 6 cm co 2 cm, In 
representative section Of tha largest fragment aad the 
the smaller fragments are submitted In cassette, labeled 0. 

Conciliar flfli la labeled ■‘subclavian artery cedlaacinal tissue*. 

Race i v^LAa?^omalln art evo fragments of pink-tan tissue with cautery 
artifact. - These measure 2.0 x 1.0 x 0.5 cm sad 1.0 x 1.0 x 0.5 eat. It* 
apacimena asm submitted in toto in cassette 7. 

On-Go^Pf Siegel/dbr ' 




tok rarosoB. 


MICROS 


DliGNOSj 

Apical mediastinal seas, biopap - Moderately differentlacad squamous 
cell carcinoma. 

Lpmph nod*, #9, excision - Ko tumor saea (0/27. 

~ Asthracot la aad fibre tic nodule- 
Lpmpa nod*. H, erciaion - Ko tumor identified (0/2). 

- Two lpmph nodes with fibrosis, sthxmcoali, and sinus 
histiocytosis. 

Lymph code, 87, excision - Ko cusor identified (0/2). . / 


SURGICAL PASHOLOCT IZfCRt 


7402 2 


i 4 08B5*»(Mf 077 
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DIWIQH car ANATOMIC PaIHOWOT - SgXSrCAL fUaotSGT szcfthu 
THE ramsm O? AUUfU BQSirZil 

( • a 

Nae*: s2AA0Sui«i=*J., PaCboloc? : S36-149 7: 




~ Two Ijupa code* rich fibrotl*, aethrecoai* tad ilaui 
tl»a. ocy co * 1 * . 

(■r»ph node, 49, exdsloa - Mo cacar Identified (Q/l). 

- 0n» Iprpfc sod* with. Aschreeoai* tad also* bltdocj-totit. 

Lymph sad*, #10, esdaloa - No eater tdeo.clXd.ed (0/10). 

** Tea of lymphoid tlaaoe with aacrbacotl* tad tisus 

hisclocyroal*. 

L«ac. loft lower lobe, excision «* tod* lately diff treads tad aquamoua 
cell cards tm* with an excauair* deaao plastic reaa&oa end ores* 
of otcrotit. Timor lutstu 6.0 x 5.0 x 3.3 ce la treatatt 
dlecseloaa. Timer exceed* onto the pleurtl turf »c« with 
facia. Bronchial axxgiaa fro* of tutor, 
perl ter oachlal lymph codes with rxzylc* decrees of 
tcotlc end tlnua hlatlocytotis. Ko taor identified (0/S), 
ccatla Of the aormal-appeaxiof loot. 
hr* , periaortic , addon - Jjrr**ir* moderately 

rendered iquuoui cell carcinoma. Ko lymphoid tissue 

Meet 

■ deal tissue, biopsy - Israel t« moderately dLff*x«ntiat«d 
tout cell carclnacia. 

axe B&clariea mediate lsal tlsaca, biopsy - Moderately 
;eatia ted iquaxnu* cell carcinoma., 
r. Gore'/apb 
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IlaJlaliiui. 

Tht Medical 


tv nt Alibi*! 1 


MSS, mm, 


PAGE ! 



PHfflfflSE , WtfflM 

NAME: SEABORN, RICKARO L MED.REC.NQ,; 13961*4 ROOM: 

SERVICE: OR. ROBERT J. CERfOLIO/3127 AOHITTED: 07/2S/96 DISCHARGED: 07/31/96 

DICTATED: 07/31/56 TRANSCRIBED: 03/06/96 


i 

i 


| 





PRIMARY 01 

PRIMARY PRI 

HISTORY OF 
left 4nt» 

nonsteroidal 

patient *«i 
demonstrate 
Mr- Seaborn 
suspicious 
computerize 
to Neve • b 
iiMttd tp 
oc-^eplpru 1 n 
anjy.'oo/ie p« 
‘tbiwSpiphy 

PAST MEDICAli 

PAST SURGICAI 
repelrj end 
Naprosyn tv 

social hjstci 
firmer. 

PHYSICAL e: 
auscultation Dll 
Clicks or gel! 



Nonsmall cell lung carcinoma. 

Left thoracotomy with pulmonary restetion. 

ILLNESS: The patient 1* a 60 year old white male with prolonged 
st pain. He saw his primary care physician who prescribed 
nfleamatorles for analgesia. The pain persisted for some time. The 
to his primary care physician who latar did chest x-ray which 
upper lobe mess. This prompted e computerized tomography study of 
. The computerized tomography confirmed an anterior left upper lobe 
well as small nodular densities in the left lower lobe. The 
aphy demonstrated no mediastinal adenopathy. Mr.- Seaborn went on 
py performed which confirmed non***11 cell lung carcinoma. He was 
-up In Dr. Cerfollo’s clinic. On presentation'at clinic, he noted 
oductfve cough, ho hemoptysis and no weight changes. Ha denied having 
r any voice changes. Me denied any headaches and a computerized 
the head was negative.; in addition, a bone scan was negative. 

He had no sign!fleant past medical history. 

Y: Significant for a right rotator cuff repair, two lumbar disc 
asty. He has no drug allergies and Ms medications included 
ay and Tylenol p.r.n. 

niMeant for an 30 pack year history of smoking and he is a peanut 

Significant for no cervical adenopathy. His chest was clear to 
ally. His heart was a regular rate and rhythm without any. murmurs. 



HOSPITAL COURSE: The patient was admitted and takan to the operating room for a left 
thoracotomy and pulmonary resection was performed. Findings in the operating room 
included Invading ’lupra-eortle aortopulmonary mass. The left upper lobe was resected 
and mediastinal tissue was taken. Clips were placed around the margins of.the mass so 
radiation therapy could more easily be performed. PostoperativeTy. .the patient was 
taken to the floor whert he fallowed an uneventful recovery to his discharge date. 
Diet was quickly advancid to a regular diet. Me was ambulating two id four times a day 
and using his inspiration spirometer on postoperative day one. Radiation Oncology was 


i : 
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i h * Universitv.o/.Alitxwt it Bif*i«bin 

The Medica l CenteE/Universlty_o_f Alabama Hpsni-tals 


9 AGE Z 






SAME: SEABORM, RICHARD L 


DISCHARGE StWAflY 

flED.REC.HO.: 1398144 ROOM: 


consulted and they agreed to set the patient and begin radiation therapy in three to 
four weeks following discharge. On postoperative day three, the chest tube drainage 
wit »<11 below 100 cc a day 4 nd had no *1 r look, tnd It was decided that the chest tub* 
could purled ap that tin*. On postoperative d*y six. the patient was tabulating 
freelyj to1egagPiii| t regular diet and r*ady for discharge. 


• he final Pathol 
lymph nodes® 
discharge a 
clinic in tils 
too much st 
and hi s dis 



had come back and it was read as squamous cell cancer with all 
egttive, Making hia a T3NOMO stage III-A, The patient was ready for 
arged to home. He was instructed to follow-up in Or. Cerfolio's 
. He was instructed ta go about normal activities, but not to put 
the Incision site. Re was Instructed to maintain his normal diet 
Medications included Tylo* l-Z p.o. q. four hours p.r.n. pain. 
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litt UntvtrJliiL.qf. Alabama at Birmingham 

The Medical Ctnttr/Ufi Lvtrj.lty of. Alabama Maitillli. 

OPERATION HPTE 


PAGE 1 



http: 


NAME: SEABORN, RICHARD L 
SURG: OR ROBERT, J. CERFOLIO 
SURG.SIGh 


MED.ftEC.NO.; 1398144 ROOM: 
ASSIST; OR. MARK STANFIELD 


OATE OPERfr^. 
SERVICE; 
OOCTOR/SEi 

PREOPERAT 
POSTOPERATJV 


ADMITTED:' 07/25/96 
&ERT J. CERFOLIO/3127 OICTATEO: 07/25/96 


DISCHARGED; 
TRANSCRIBED: 07/25/96 



TION: 



Left pulmonary mss. 

High grade carcinoma, left upper lobe. 

Left thoracotomy. 

Left upper lobectomy. 

ThoreClc lymphadenectomy. 

Resection of apical mediastinal tissue surrounding left 
subclavian artery and aorta. 

Partial pleurectomy. 

PROCEDURE: i^W ^ pitlent vis brought to the operating.room, double lumen endotracheal 
tube was placed arid tn arterial line ves also placed. He was positioned in the right 
lateral d«&'tSfftd'». position vlth left chest up. Standard left posterolateral 
thoracotomy was m|de, spiring the sirntus enterlor. The chest vis entered over the 
unresected i|§gglgi§’lb. Exploratory thoncotomy revelled there to be a large obvious 
mass In the-apex of the left lung that vas lying on top of the aorta and directly over 
the area of^ii^^ft subclavian artery. There vas no free fluid. We carefully felt 
the left loverflobe for the nodule in question. There vas a subpleural lymph node that 
vas noted; there vere no other lesions palpated after careful bimanual 

palpation intne left lover lobe. Attention vas then turned to the mass In the left 
upper lobe. A subpleural plane vas established and th* tumor vas able to be pealed off 
of the posterior ribs to Vhlch It vks stuck. A nice cancer-free pline ves obtained 
here; however, as ve vent more posteriorly. It became obvious this tumor vis 
encroaching onto the aorta and especially onto the erei vhere the left subclavian 
artery would be. Therefore, after careful examination the decision was made that this 
vas potentially resectable. Therefore, a left upper lobe vis carried out. The 
fissures between the left lover lobe medially #nd laterally were established with the 
use of I LA stapler. The arteries of left upper lobe, which there were four, vere 
doubly ligated with the use of 2*0 silk ties. The vein was. stapled and controlled. 
All lymph nodes were swept along with the specimen along the bronchus and the bronchus 
was controlled with a stapling device and vas water tight to 30 cm water. Radical 
lymphadenectomy vas carried out, removing the #9, 8, 7, 6, 5 and 10 lymph nodes. 
Hemostasis vas ensured. Attention ves then turned to the aorta. With the use of Sovie 
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It l tJltdlt l l ... C a n ler/tlp 1 v e ri 1 tv 0 / A l abema Hospjtili 


OPERATION _NQT£ 


PAGE 2 


NAME: SEABORN, RICHARD l MEO.REC.NO.: 1398144 ROOM: 

right angle, plane was established on the adventitia of the aorta and this was moved 
upward tweeds ^he apex of the chest. Blunt end sherp dissection were used to carry 
out thls tPj^|Pfi| However, ve did cut icross cencer is It ce«e along the subclavian 
artery bepfose the cencer vis lying directly eround the tissue inbetveen the subclevlen 
ertery end eort| end cirotld ertery. This swell 3*4 mw espect of the mediastinal 
tissue vel l^erfresected. The entire subclevlen ertery wes dissected free ell the vey 
toverd es U^iMelk ed the chest. All tlssue'of cencer eround this eree wes completely 
removed. fWwoii^s 1 s wes ensured. This entire eree elong the mediastinum where the 
cencer ves^rpvg&g wes clipped. A swell section eerller wes sent off end confirmed to 
be eancer|=T^|»ie pethologlsts. The bronchial margin wes negetlve, hemostasis wes 
ensured, ^«(||&||reneh chest tubes were pieced within the apex end the chest wes closed 
. in the usufriTnner with peHcostels eround the ribs, running Vicryl on the serretus 
anterior ajM^tyssslwus dorsi muscle, Vicryl In the subcutaneous layer end subcuticular 
closure ofptiti^tiln. * 
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FTCWERS i O SP r UO.. INC. 
070 WEST MSTREET 
CCEKAN, AIASNA 36301 




PAJCSMT NAME, SEABORN, RICHARD MED I CM. RECCRD *i 196270 


AO-OTTED: 07/16/96 cf HBSION: CALZ FR0PH3TT. M.D. 

DISOftKED: 


The patient 
i^per lebe < 
patient unii 
bicycles *» 
ham in ul 



yur old white male «rofcar admitted far evaluation cf a left 
ir details, see the aooanpaaying office note of 7/10/96. The 
xnchcmcapy revealing no endobronchial lesicns. Tsanshccwshial 
In Che left upper lobe without cooplicetions. He wu released 
t ccmicion for follow cgs through Che office. 
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Suciear MMsmt 

MAI 


(J-lowm OWospitai 

*370 Witt M«n strati 
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SiOtO- 
Sammy f>* 
V«On t»iv 
Oaorga w 

Micnati 

S. «N. T.mi 
rtuon Mode 
w. caan* r 
William w 
ftitarfio S. 
CatnO A. Sf 
X-Aay R«e* 


SEABORN, RICKARD 

*96191-88293 009.86/24/36 

’ ie? ! . 

69 

01/99/96 

OP 

CT CHEST/CHEST 2V 

9YAR* 

k LUNG LESION 

POSS CA 


LdPWS_ 1 .. 

F CHEST EPA AND. LATERAL 

97/99/99 




oryi Lung mass. 

bones or* normal. The Lungs an slightly ovtromt 
esting mild obstructive compontn:. 

la a mass in cn* laft paraspinous area. This does not ap 
viate the trachea. There la some 5 cm. m greatest sun* 
finite bone erosions noted. 

heart . U of normal sue. The fills areas and pulno 
sculature is normal. 

t on. 

6 CM. MASS LEFT PARATRACHEAL AREA MOST LIKELY RE?=£SE>r 
MILD OBSTRUCTIVE AIRWAY DISEASE. 

gjjflisr 

confirms the pretence of a iar;« solid mass. Thu 
Inseparable from the mediastinum on the left side and extends ut 
&&fe»asgtf pax anteriorly. It dees not appear to be eroding any bone* 
rf| not adjacent to the vertebrae. This is lateral ca the • 
avian artery and left common carotid artery. This e:(t< 
;ard to ene left main pulmonary artery end lust lateral to 
[verse portion of the aorta. 

The mediastinum otherwise shows some small pretracheal noces on 
right side. These are less than 1 cm. ana questions 
pathological. 

The right lung is clear. No pleural fluid on either side, 
heart appears to be normal. 

CONTINUED ON PACE TWO. 
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Na<n« si PiaaiM. 


*’MOUi3MM r«. 


Eianwaaen* Aaqui 


PwwMrO-ffiWSW kKwtwob . 



iMm e-r 
wrfion ttrv- 

G*wo« w 
M«4H Oct 
S, N. Turner 
Ht^n Moaoo 
w, lav.* k 
wuiiarn W. « 
PicartM $yk. 
□«vtd A. B/v 
X-Ray Race 


SEABORN, RICHARD *95191-08293 DOB.86/24/36 


X-f»y Ho 


1895 




.Cum Oat*. 


. Aoe*it No.. 


. F*hy»<^n. 


pace two continued. 

na latt siaa that* 1* *oma minimal thlckanlng or -h* .-n 
r« with « snail, plaural thickaning lacarally at tha lava 
,h*41aft hllun. 

cha diaphragm cha livar is normal. Tha ductal system is 
ad- Tha gallbladder is small. Tha adranal glands art nor: 
cat also is normal as ara the upper pole of tha kidney ana 


INION. 

UjkRGE SOLID HASS WITH SLIOKTLY INHOMOGENEOUS OENSITY LEFT JF 
MEDIALLY AND LATERAL TO THE GREAT VESSELS THAT EXTENDS ' i 
iPEX ALL THE "WAY DOWN TO THE LETT SUPRAHILAR AREA TO THE LI 
E LEFT MAIN PULMONARY ARTERY. THIS HASS IS CONTIGUOUS WITH 
STINUM BUT DOES NOT APPEAR TO DISPLACE THE MEDIASTINUM 
TLY INVADE THE MEDIASTINUM. HOWEVER, I THINK THIS 
ARABLE FROM THE MEDIASTINUM. 

SMALL PRETRACHEAL NOOES ON THE RIGHT SIDE THAT ARE LESS TK; 
AND NOT DEFINITE PATHOLOGICAL. 

IGHT THICKENING or THE MAJOR FISSURE ON THE LEFT wit 
L AMOUNT OF FLUID COLLECTION AT THE LATERAL EXTENT OF T 
FISSURE. THIS COULD BE RELATED TO THE TUMOR. 

EVIDENCE OF OTHER TUMOR MASSES CR EXTENSION. 



SAMMY PRIM 
C 

July 18, 1996 
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TISSUE REPORT 


W*TMOLOai3TS 
CiVC VA0X** » » ■ " 
«ich«*o o .«€y -.to 

•V C**ilYN CAflBCu. MC 


T- 

*«intNr* HMt Seaborn, Richard 

»*rM.*o 96S-S740 

RP- 

5gi so tex m 

MCI C 

«OS*.NO. 9€19I-®OOSOOmnO. out 

©7/ ;6/9< 

■«iaQtCN Rrophat 


riCajTY riowars Hospital 


CpUCM. HtSWV 

’Ut-or ouo, L’JI. *lik 


MCO 

07/lS/9t 

*OST<* tr>G LUL flttl 


atiwrto 

©7/17/91 

LUL lu|g-<; 

f . — .mna 

^ —- ' 

tt sjsua 

... '■ 







GROSS j Ri'Cpt^sd t< on* spacl»an 1 aba lac laCt uppar lob* lung tuiyt. 
Th* spec|»*^jspbn* 1st* ot several, dark reddish tan Crsg»*nt» of tlssu* 
that oaaiura up to *.2 css, ~ 

RDX/th 




They ara sutoalttad antlraty In t block. 


j* e 
•t l 
«os1noph 
0*Cl nit* 
auc l carta 

pot Ulvl 



FINAL 



E slid* contains cross sactions oc portions or lung 
g bronchial tlssua,. Th* brcncnia; tissu* contains a 
chronic inClaattatory InClltrata. locally this lung 
a naoplasn which consist* oc nest* and grcups'oC 
gntClcantly anaplastic cal;» union axhlblt aapia 
top las*. Wall d*Mnad acini ara not idantictad. 
us dic:*rantlatton ts also not IdantlMad. A 
in parCOrnod on this biopsy ravaals a hint oS . 
m tha tueor. 


TOVW.W 

DIAGNOSIS: 

^yjwio<w\vv>c^ 


Biopsy, lung (l*£t uppar lobe» 
snail call typo 


Carclns»a> non- 


WDM/bu 
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Flowers Kotpict. -ah. 070 West Main Street. Dothan A_L 36302 
. Tnv v«l- 18, 1898 01:19 *m 


Pie Kama: SEABORN, RICKAAD 

616 CO RD 31 CLAYTON AL 36016 

UniC */Accr #: 0000194J70/F98m00049 


•-Sarvlea: 


PROPHET,W DALE - 


5 Ini 07/16/96 1064 
07/17/96 1S19 

^Xoll Tima: 07/16/96 1044 
f~ Order Phys: PROPHET,W DALE 

t**^feiulc Name 


CYTO FLUID WASHING 


Result 


PAT SS»: 
SEX-DOB 


Page s 1 
416-46-7309 
(M-OS/24/36 > 


Spec: Bronchial 
Techs: VI177 


Washing 

'153,177 


(F9619800049/147315 
(C96- 3535 ) 



07/16/96 13SS 
Prophac 

Bronchial washing 

A SINGLE ATYPICAL CELL IS IDENTIFIED IN THE 
CELL BLOCX. OTHERWISE ONLY BLOOD IS PRESENT 
IN THESE SLIDES. 

ATYPICAL CELLS PRESENT 
Richard 0 Kay,M.D.,PATHOLOGIST 


Er.d o£ Report - 07/18/96 0119 
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PATHOGENESIS OF 
LUNG GANGER 

OSCAR AUERBACH. MD 
Vnuirnns Administration Modlml Contur 

Eaut Orange. N) 

ijtnni Drnin. Student Affairs. ami Prnrmtsor of Pnthoiogv. 
TM«llrin« and Donllsirv. Now |«r*Hv Mndjcni School 

Newark. NJ 


NOTICE 

... Ibis material miy be 
'protected by sopyrlght 
tew (TUte 1? U A Coda). 


■ Lurk osinrit! 
bronchus in Ih 
usun&^gginUx 
ogun^aubaln 

rii&j Pi@@fentnr 



trcinnma arising in I tu* 
iijnrilv of (tiiww. amt in 
inhalation of cnrcln* 
....Mtmllv occurring «ir- 
nduoncnrcinnmn*. t»ron*j 
nod nmr cmusrr am 


separate emUulTnnd other factors mnv 1st in- 
voivud in Ihnir i tp S ^fts mt. ' f r -‘ '. 

Since 1930. op»ttoro,|ologlc studli*. both in 


the United Stall 
hemisphere, has 
relationship 
lung cancer.’ 
one by Doll at 
another by Hal 
States. confit 


throughout the wmourn 
itudly shown a ticfinibt 

_jigsrelie smoking «nd 

portent retrospective studios. 
" in Grant Britain .nrut 
,nd Horn in the United 
lotions drawn from 
todies.*'’ A morphologic 
confirm or rafuto iha 


earlier opidemti 

study wae ned—. - 

ostabUehed retatlonshlp and irephtcnllv pm- 
sent the manner in which lung caneera dovnlop. 
it they ware causod by etgareilo smoking. 

In 1933 wo otmurvml n rasa of spun mists tatll 
cnmnonui of Ihe tironchus in it man who hail 
Inain aspoaotl to chroma Ins ■ kail v during mnsi of 
his ntlull life. Microstsipio ii*nmli»lii« «f si»> 
lions from a numfsif uf alias in iha mmaiwlnml 
his trachuobronchinl irao shnwtxl alinmliiNts 


Ni-erMa mwiiai* In lir •*.»•«»■> « VA M«»l» 
Ofurwr N| ilhllV 


which uii inlcrprnltxi as slngns landing In ihn 
dirvnhgunn.nl nf Inns oiiimnr. 'Chun: want un-in* 
ill Mpaimiais mnliipUiMin with various dngnsm 
nf nttdnnr alvpism in (ha colls, luisul mil hv- 
tsrrfdnsia with alvpirtil nuclei. foci nf rarri- 
wmi in silu. him) ttvnn of luirlv Invasion, all 
si.qNi.nitn (nun Iha site of the squamous coll tair- 
■ I'liiomii. iVn nmsoniKt thal IT cigarette smoking 
■ -Jiilsnri lung ninnir. wii should Isi alitn In uli- 
*arvn a Miriiw nf change* similar to Ihosn |jn». 
•ml in tlm individual whit hiuI Ixstn nxpustxl to 
chroma It si. |Thn smoking hislorv of lhal man is 
unknown.) 

tn nnlirr In nstalilish that cigtimtlci smoking 
ar um- other mhahsl xuitslnncn Is a car- 
i-inoytmic agent. ifnlinilb criluria must 1st 
ostaUishist: Ihn suistinnm must product* a 
w-rins nf grnilniinna nf chango in proportion in 
ihn amtsinl *4 Ihn sultslannn inhnltsl and Ihn 
• Inmlinn i»f ihn nxtssnins thnsn sumo rjutnwn 
mnsl turf npfsstr in Ihn nlsmncn nf this sols 
siatsvn aisl Itwsn chnngns must lm produced in 
a Inrcn animat liv exposure In llui xuitslunce 
iitnI.-r i-iiotmilisl conditions nf amount and 
limulti nf ininHum. In addition, if it can In 
Npima lluit with cassMlion nf nxpnsurit thorn is 
reversal nf ihn change* toward normal, llui 
hvisiihnsis is gnniilv strengthened. 

Tudnvnliqi a method fora hismlogir sturtv to 
misii dti: find two rrnnrin roquiml collodion 
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of it VU( amount of mnlerinl. The mrolmwtnic 
factorial In clgnratt* smoko must exort (tv 
fluoncu oh lh« brooch tel whumii ever o tong 
period of limit Ik if on t rjlninil irvidnricn of lung 
rancor develops. Thttntfqrn. to httaiy 'lbo w 
quance of th« tlowluptnvnl nf lung ennettr It 
wns noenmn rv to conduct microscopic anutno 
I mu Iona of lunji sod Ions from litilh smokers nod 
nansmokern. from thaao who had smbknd for 
only.a faw vonrshncl those who had nmokml for 
many yaarm. from those who smoked only « few 
djutrada* a flsv nnrt Ihosn who smoked many 
ctgarstlas. and from those who had illnd from 
Iona rancor not! ihttse who hud died of other 
musts. In m&tMhw: p wns wKswatirvio obtain 
accurals histories on smoking hid tils, iiko. tots, 
occupation, nhd.plodri of ms Worn so in imlnr to 
rorraialo nn^p^pl affoctlnjt tho ininrpntui- 
lion of I ho rfisuUs/asnminoliiin of oil of the 
tissua i«dionyfliul:^i Ini dtsot in n totullv now 
doth order w|th |ih j^nowliwlao ohmtl tho rose 
from which hihPiw^iim wns token. * 

The severity etibo protiiems of tuny tamper 
provided iho'^mrpttuS for tho extensive rolltsv 
li ansrait l prf%«*p||8p of material onrl the alls 
, thUpet oxnmihn.tinn required. It is ms* hisjorv 
j iHnfiuch o at Oil* wns conducted and that <bn 
r^*rS§£il ^ thrseptilnmioloxh- 

■ studios.''..SuWiuunt Studiosfrny shown that - 

• with tho nna4|PHSf smoking fhorv is o hmif- 
sal of changes tf'thgru ha* ISN'tt m> lovnshtn* 

8v ralalin^t^^^HauirviKl hnllohtf nmllwim. 
lions In pi>Jiiilf®'''hhth nonsmoking histones, 
those hnvini^’tfrmfw^posMn? tefigu retie smok¬ 
ing. those with Inngtr terms of exptworo. and 
thosa hnvin^liPSPfehnoef. tho wtqnoncn In the 

devclopmooyd.iatxtfi'r nmld lie jsmliilultsl. 

An attnaiWrW!^ than : imale. to Induct*, 
change* in i^^^hint <>pu helium el ileus ms. 

• rier esport htoVitiil VondtiMW m which its* 
length amt amount of Mpsun* in • tgareMo 
smoke wore eoulmltetL During dieisior**- o* 
the smokiriu i'i|N , rimi l ill. :'t tmmlNT III dues 
dtmt. providing the o|t|siriunuv .In *i»kK se¬ 
quential altitnitions *n the lung tissue. None «l . 
tho nonoxiswus! dims nor thus*- .-yiHmi-il (nr ottk 
24 navs shnvvtsl artv m-Htonee «»f olipietd * ells 
in the bronchial mucosa. However.- chttnuo*. 
wore noted in the brum hiiil (■jeihi-tium ttf <i dog 
suhitfCled to 44 dm> *H *moke mhtilnlinii. nisi 
Colls with hIvDii'iiI m« In were firnotl to lh*- 


(tronchlnl opllhollum of « dog who wns exposed 
for 135 fintnt. CriWdor (hgrtnm nf alvpiu wont 
olwnrvod In dons who died or were killixl after 
tonytm periods of ospoaum. This experiment 
ttslebUshtxl thpl histologic r.hongtw in Itrorv. 
tthln) itpilholiutn enn Im produced in nnimnls I tv 
ttxpesuri) to cigarette smoko end (hot Hot s»s 
(tunniial process win 1st nlsuirvixL"" 'fhe 
chiinyoa induced in tho lironchlttl opiihrtllum 
unrtor oxpurtmenlal conditions when? the .v 
;i ' pmunt was conirotlod wont similar to t «■ 
ohaarvtxi in persons with hislnrio* of tiiffn at 
•imounta of ospoaum to rliuimitn smoklny. 

lAtny tumors have Isstn clossifieil imsinllna 
to Ihn pntdominanl rail tvpo. eji.. stiuemtsts 
ceU or nal.caU adnnocarclnomn. The sequence 
of mil alluratlons tomliny up to invnslvn lung 
«vtnmr appears to follow tho mime jxiihwnv m. 
tom I It ms of poll tvpo. however. 

tn iNt nortnni human lung Ihtt Itrttnchiel epi- 
ttuHium tmcmlsl* nf two to Ihnat Utvtirs of celis 
fKIgunt 1). Tho columnar ceils making up the 
surface (or turn)nail lover ttrtt moatlv ciUolml 
liut some murus-crtntnlnlng ytihlet cctlls occur 
iitnong them. Undtirivlns the columnar mills ere 
nnndtr Iwu Invent of Uistil tatlbt. These tint 
genttmllv oval msl contain round to ttrtil nucitti 
-• which iito mn|fnIIv Innitml and which ixoipv 
a 'Uvt/mtiior |Strit»to Ilf the celL Thm 1 tint flattened 
whcni thtty ttlsd Iho Itusorntmi mcmtinioc. Hu. 
ntstlh Jho1»is*im»tnl rnttmitrane lies thesu|>ts>ri. 
iog slmmn which contains glands. UIimkI vtts- 
sels. tinii ivmphntic chttnnols lying nmimu the 
ntirittnr tint! coliuinr ehtmonis of the ettaner. 
five tissue. 



flfttrt I. Normal brnnehuti *ptih»liust tltnwm« iwu 
ia*«f» of exits xnrt mrw call ivpvs; Cilistml. stthisi. 
Mnd hasatI * 1*01 
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The Ilrtt response to Inhalation bToiiaratin 
■moke occur* among Iho basal coll* of Iho irn* 
choobronehial epithelium. Initially (hero ii « 
■mall Increase in Iho number of these cells, * nd 
tholr nuclei appear normal or vary only f lightly 
, in also and shape and may be allghlly hypor* 
| chromatic (Figure ZV 

With continued application of iho car¬ 
cinogenic agent the basal cell inprease results 
to the piling up of eddidonal layers, producing 
> a thickeaing of tha epithelium. Many calls vary 
s < to ahape with soma columnar (orma being aeon, 

' to many call* tbenuclel are atypical with 
s variation to site. shape, and arrangement of 
! the chromatin content which may be Irregular* 
s. ly diatribuiod or may bo condensed al Iho po* 
^ ripbery with a pale central tone. Nudooll bo- 
: come more promtow&s^s the degree of atop- 
ism increases, giant nuclei, often multifobu- 
in led. ere found froquonllv hyparphro- 

malic Miiosos. ofieoniypicol eroocoislonHlJv 
soon. Further meliiplicaUon of the basal cells 
results in • disorjgafgsa^en of tha layering pAl- 
#tern with a greater percentage of atypical colls 
and ^Hfhter dihfN^i^f etypia within lhcso 


columnar calls it 


Iveprollftrelion oT basal 
eriy arrangement. dUaihd 
UlLprosant at the.aurfacn. 



Ptfsr* t Saaai cvtl byparplaaia with ttypOa of a 
slight degree «ith some call* showing variation in 
liu. shape.- and h ypar ch romatUm of tha nuclei 

( * WOOL 



-“Om 


Flfwa S. Basal call byparplaaia with a slightly sore 
adviecad dagraa ef etyptsa (a 1301. 


Basal coll hyperplasia, the first response to tho 
intuit, is defined as tha presonco or threo or 
mOro favors of hnsal coil* with cilia still prat, 
avnial tho luminal surface (Flaunt 3J. A* many. 
as 40 rows of cdls have boon counted, but 
morn frequently there are 3 to 3 rows. Lying 
among normal basal cells are others with vary¬ 
ing degrge* of nuclear alteration*, some slight 
and some with characteristics of neopleatic 
cells, th*. number oT theso atypical cells snd 
the degreo of the elypism generally parallel the 
amount of Jbbaiod carcinogens. 

With continuation of the insult, surface 
chanaee occur. The overlying columnar cells 
are replaced by cells from the prolifereting 
. basal edits, there is a decrease in numbers of 
ciliated cdls. and mucous cells disappear. 
When alt cilia led colls are lost, one of throe 
types-of lesions develop. In the first type, 
stratification, there are less than five rows of 
'Cells and ail the luminal surface the eella are 
generally oriented so that the long axis of the 
nucleus is paratlsl to the long axis of the tra¬ 
cheobronchial tree (Figure 41. There may be 
gpme flattening of tho npiiheliai colls toward 
Iho turnon, bui this process never involves all 
tho deeper Invent, Among the proliferating 
colls lhere nro varinhle numbers of atypical 
colls xotllonvl among somo which appear nor¬ 
mal. 

Tho second Ivpo of lesion when ciliated ceils 
are lost is Squamous mctaolasia. defined as 
flvn or' more rows of cells with variable num¬ 
ber* of HlvOical coll* xmofta ihn normal-*p- 
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showing (Uttered cells si 


the eptlhallal iurfscsj * MO). 



|JV This I* generally made 
tori resembles squamous 
shorn in Ihe body, with I ho 
i showing atypical roll* in 
tl lavnr. Thick nets of this 
layer mnv vin^Mi S to more than 20 row*. 
Than nrn sirtlsomn cells without atypical 


pen ring colb| 
up of largnf call* 
epithelium i 
cnora ndvar 
all but tba sti 



incatton noi 
runnor of 
call* nrn at 
plication of tho 
areas with 


by thn stimulus of tho csrci- 
it appears that itoilhnr strat* 
metaplasia Is a foro- 
trinoa noraMl-apprtarinp 
present. Corttinuod ap- / 
t results In more extensive 
tipns and a greater area of 


tha trechoofirbncfilal iron boenmina involved, 
with an incibsssod preportion of ntypical colls 
present. 



Figure J. Squamous maiaoUsw showing exire 
layer* ot cells end iivpism o( some calls | m 1101 



fifus 4. Carcinoma in sttu. AH cells are atypical, 
there are re dlla. tha beseaunt membrane {arrow) is 
still Intact (s ISO). 


Tho third typo of lesion without cilia led cells • 
consists of five or more rows of cells In which 
all cells are atypical. This is carcinoma in situ 
{Figure 61 These lesions occur with greater fre¬ 
quency and growler severity as use of iho car¬ 
cinogenic * front continues. There is cellular 
disorganization with Idas of the usual layering; 
-nuclei of the cells vnrv preetlv In sire, shape, 
and chroma tin distribution, with hvperchroma- 
Its in being (rtquenL There is nn increased 
number of mitoses often atypical. Tha nuclear 
cytoplasmic ratio .of tha cells is increased. The 
epithelial lever is sometimes thickened. Those 
lesions mav be considered pro cancerous. 

The continued application of tha carcino¬ 
genic agent stimulate* tha proliferation of the 
anaplastic colls, which are entirely com per¬ 
il hie to the cells found in invasive carcinoma, 
until tho basement membrane is penetrated 
nod there is invasion of the underlying liasuti 
{Figure ft All evidence of tmrlv invasion occurs 
HI silos rlotmlv sdiaconl to carcinoma in situ, 
and. although thorn is no means available to 
observe thn actual invasion process. it ttnsns 
justifiable to stale that tho carcinoma in situ 
mitv bn considamd as tha area of preinvaeivu 
imncnr. Continued application nf the carcimv 
gimic iiseiil loignnitto smoke) results in more 
itsUmwivi- wrens shflwmi < illernturns. 
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niw7. TfcebeaemSat ®em|r»oe (arrow) is *UU In¬ 
tact (xSOt. 


of altera lions In ihe 
obronchiat Iree in 
of the cancer yarv 
area to area in the 
hyperplasia. i traUflca- 
. and carcinoma In 
nseSto the Inha led 
ar the «plth4li*llirv- 
factors such as bV- 
the bronchi appear 
-*®M particularly.In-Via 

metaplasia and car* 
in situ is rarely ob» 
aUhou|h squamous 
cur It is more frequent in the 
cularly at sites of 
na .past quickly through 
mas of bifurcation 




The degree and 
tiihelium of t! 
areas beyond the 
from calefc/ease 
sal 
mi 

altu represent va 
carcinogens as 
ing of the tree. M 
furcation and Ihe 
to play a signifi 
davsiopment of 
dnoma in aitu. Ca 
served in the trai 
metaplasia dost 
bronchi and 
bifurcation. Card 
the wide trachea.: 
they have ■ better opportunity to exert their in* 
finance since they mav ha held ionser at thesw 
sites. 

Extensive pleural Involvement mav occur in 
ell forms of bronchial cardnoma. Although it 

C v bo involved in the outward growth of tho 
ior. in many instances the changes in tho 
pleura are nones nee reus in character and n 
reaction to the inflammatory processes in tho 
underlying tung parenchyma. 

Although the duration of exposure in veer* 
and the amount of cigarettes smoknh paralinl 


ihe extenl of bronchial altereUoni. lhara art 
cases In which these changes In the bronchial 
epithelium era more advanced than in other* 
' with similar exposure. 

Unhnown hopt factor* and environmental 
factors or poifutloh may. whan combined with 
Irritation of the bronchial mucosa by dgtrette 
sreoV*. enhance the affect of the known car¬ 
cinogenic agent. Among uranium minora and 
■IMKJWb* exposed to asbestos there (a a much 
greater incidence of lung cancer if they are 
habitual cigarette smoker*."-" Tbs risk la not 
simply additive: rather, there appears to be a 
vynargtsttc reaction (Figure 8). A number of 
studies have been conducted, and many art 
still in progress to determine the hazards of in¬ 
haling tubetaheea In various industries. 11 Soma 
aubttiancoa have already been found lo pro¬ 
duce a high risk, such as chidromethyl methyl 
other |©.tME|. vinyl chloride: and chromates. 1 *-" 
How over, the development of lung cancer in 
moat instances la the result of inhaling 
cigars It a smoke. These other inhaled sub- 
Stances may act syne rgiaticaliy. but alone they 
rarely produce bronchial carcinoma, tn the lo- 
frequent Instances where bronchial carcinoma 
occurs In the absence of cigarette smoking or 





Figure ft. Carmpema la situ showing exaggerated 
thickstung of the bronchial epithelium sad extensive 
stypisa of the ceils.es a result of the •yuargtstie sf* 
feet of heavy cttaretie smoking by a uranium miner. 
Invasion has occurred ( x JIJI. 
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Inhalation of other cardnogsns. It Ji* Invariably 
as adenocarcinoma. aitq lha cause tor thed*- 
valopmant of such tumor* may b* antiraly dif¬ 
ferent. ' 

It la | ana rally accepted that carcinoma .of 
tba hut# la a result of lha inhalation-of ear* 
dnogena. yat bronchia! otrdnpmp in mpai 
cases davalopa in only dbg rathsf largs IdOdl* 
bad sooe. Thla larfa area appaar* to repraaent 
tha fusion of aonaa of aarty invasion occurring 
at adiacant silts. Howavar, In lha raroalrvderof 
tha bronchi all stages of atypical chant *4 up to 
sod Including carcinoma to altu art pressnU" 
Tbara ara twp poaaibia axptanaliofta for th« in¬ 
frequency wjJjipssblRh multiple primary altea 
ara fbtuid. IT tlST naioritv of casus tho In¬ 
dividual is.4*adwithln a vonr nflar clinical 
onaat of tha diems*. thus aborting lha prograe- 
slon of othpr;sihn| Into Invaatvn carcinoma. In 
individuals who have boon successfully trpaiod 
by one or j%oi^nation of present therapies 
aucb aa surgery, yadlatlon. and r.hamoihorapv. 
tbara t* also aninltmjpiiofl in tha progression 
of tha sIvpisgMpsfons in thn bronchi, Perhaps, 
moat «i*nihatmlv. in lha. mnlprity. of thnao 


« *ooortd currinom# h** w- 

veloped altar removal -of tha luniL .thiift n»atw 
Wva jbmmlfiiiibiin indivtdunla who rsontinoad 
to arnica. J . •' 

If the tradh e obrnnchlalnplthidiuiMaco iong- 
«r exposed to lhp.carrinos«mln nspni. rqypnml 
toward a fltfSnal. epithelial Untn* occur*. Re¬ 
versibility ii possibles only baforo Iheye bar 
boon invasion throwfth lha baaAtnanl membrana. 


The rapid Invssibn or tha ivmphatlc veaanla 
soon stl«t^enein.tion of the baaomont 
m*mbranp.with th® ritsseminatlon of thn tumor 
calls to ttia rdjtTOOal Ivrnph nodes in la ran pari - 
accounts ijplfcesspoor prognosis of carcinoma 
oflbs ludiu 

tn a study of former cipanittn smnknm five 
years after thi»v. stopped nmokimi. thare «na> 
fewer sites with aivpicat mils and finvur *Mo* 
with carcinoma in situ when companxl with 
smokers. Thn number of roll* with atypical 
nuclei riacreasas prognnwivelv to ihdbronchial 
mucosa of rortnnr cigarette smoker* depending 
upon the number of nsnrx since rcwsoiiinn of 
smoking. A untnun cell with a ribtlnti**miih« 
nucleus has lawn found in (he mucosa of for* 



Figure S. Broechlei spUhalium from a former 
dgtrset tanker showing esil {arrow) with coo- 
traded Bedsits. ( m 920). __ 

mar smokers which, considered along with tha 
observe lion of decreased numbers of calls with 
•typical nuclei, strongly suggests that these 
cells ara related to the return to a more nearly 
- normal call population In the mucosa [Figurp 0). 
Although calls with disintegrating nuclei ara. 
certainly not ''normal." they differ markodlv 
" from tha "atypical" cells in which (he nuclei, 
resemble those of neoplastic calls. These cells 
«:**Ub the disintegrating nuclei went not found in 
mucosa from, eithor current smokers or non* 
smokers. It scorns likolv that thn atypical nuclei 
.cpntrpflb shrivel. and disappear, thus thn cnlbt 
containing atypical nuclei decrease in number. 
It Is of Interest that cells with disintegrating 
nudni ere still found five or moro years after 
amdklng has ceased. Thus, the return to normal 
is a slow progressive one*, on the other hand, 
the progression toward the development of 
branchial carcinoma is reversed soon after thn 
.withdrawal of the carcinogenic agent. Evy. 
donee of this is hornn out bv Hptrinmioloutc 
studio* which havu shown that rinmh rule* 
from lung rancor urn consktornblv lower 
among former ngamlln smokers who hiive 
givtin up the habit for si numtmr of vimrx than 
among num who have .root tnund to smoke cum* 
mllim.’' Thn hiaiolosie finding* thus niningthon 
thn conclusion that mav'he drawn from aputi*. 
mmlovtc evidence. Ciaarout! smoker* who viva 
up tha habit reduce ihmr risk of acquiring lung 
cancer. 

Carcinoma of <he trachea is cure. <!ar. 
einomax nf tha bronchus comprise tha .war. 
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whelming meiorily of the malignant oplibetiil 
lumort of the iun#. Bronchi of ilw right lung are 
involved (lightly more frequently than Ijhe loft, 
end the upper lobe* more frequently then the 
lower lobe*. Turnon vary from 1(0 20 cm. but 
moat fell between S to 10 cm In diameter. 

CLASSIFICATION ACCORDING TO SFTES 
OF ORIGIN 

The hilar type comprise* about COH of thee* 
tumor* end aHtea In (he mein bronchua. either 
right or left {FlguSwJOl. The pulmonary type 
compriaes about end aria** In branch 
bronchi in the lung parenchyma. The remain¬ 
der. about tSH. age peripheral carcinoma* in 
which no hronchUil 
[n turnon of tl 
contiguous Involve; 
neighboring hm 
the tumor ariaoa 
other me may 
. The earliest chan; 
toughening, and 
. membrgeSi^i del 
' only 
the 
conll 

There ia also an e: 
tha outer wall ini 
structures aa it g; 
fan-shaped mass. 




flfiicnn he traced. 

thorn ia often a 
if tha trachea and 
Shi and. oven though 
main bronchua. the 
ly hnconie Involved, 
ose of e thickening, 
rajiulairtty of the mucous 
nosis can be made 
tudy which would show 
lecture. Aa the procesa 
urface is Involved, 
the tumor through 
lolning mediastinal 1 
ward ih a'radiating, 
ma^ peri or and inferior 





npn 10 . Carcinoma of ib* left mats bfwetuu 
(hilar typai Now contraction of tha lafl lung beyond 
tha tumor. 


tracheobronchial lymph nod** are encircled by 
-the tumor end gradually replaced by it The 
. tumor then extend* to the neighboring struc- 
tureg to involve the medial pleura of the af- 
. {acted -side. The recurrent laryngeal end 
phrenic nerve* lying on the lateral aspect of 
the trachea may also become embedded In the 
tumor mas*. In lig anterior extension the car¬ 
cinoma and ret a* tha walla of the pulmonary 
artery and vein, tha superior vena cave and the 
arch uf tha aorta, tha parietal pericardium, 
and. lata frequently, tha myocardium. In its 
posterior progression, tha carcinoma may ex¬ 
tend Into the wall of (he esophagus, and per¬ 
foration Into the lumen of the esophagus has 
been observed. 

The lumen of the bronchua becomes pro¬ 
gressively narrower, rarely because of a run- 
gating mass growing into the lumen, but far 
more frequently because of the extensive thick¬ 
ening Of the bronchial well in the region of tha 
tumor. Aa the tumor mats grows larger it un¬ 
dergoes necrosis, and toward tha lumen the ne¬ 
crotic material may be liquefied so that parts 
of (he tumor era expectorated and tha lumen 
thug regains some of its patency. 

Results of the retention of the bacteria distal 
- to tht/Rgrrowad^portion of the bronchus may 
be suppurative bronchitis, bronchopneumonia, 
lung abscess, bronchiectasis, and pulmonary 
■ fibrosis. A* the process continues, the effected 
lung parenchyma becomes contracted and is 
firm end gray, or brown with an extensive 
thickening of the overlying pleura. Occasional¬ 
ly the lung abscess may rupture into the pleural 
apace and roauit in a bronchopleural fistula 
and an hmpyemn. These secondary infections 
fof the lung and their sequelae dominate the 
process and may so bbscura tha primary lesion 
that usually tha diagnosis of the lung abscess 
or ampvemS is made before the discovery of 
the malignant tumor. Early tignsand symptoms 
floss of weight, ghesl pstn, and bloody lputuml 
-- of these bronchogenic tumors era most oftan 
related to the bronchial obstruction. These 
Complications and soquaino nr* responsible for 
rbanv death*. 

In tha pulmonary type of bronchial carci¬ 
noma early anatomic change* are similar to 
those in tha major bronchi of tha hiiar type. In 
its growth outward the tumor encloses the r*- 
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fiooi! peribronchial lymph nodes end extend* 
Into the surrounding lunf perenchyme. Id 
cum irtiinf to firs! order bronchi ih* mat* 
■stands to the pltura. usually In lha medtal as-' 
pact of lha lung and from than to lha medlasu- 
ool structures. 

As tha tumor enlarge*. araas of nacroals and 
occasionally bquafsction develop within it to 
those easas whara Uquafaction occurs. dvacua* 
don of Um liquefied mat*rial results in • cavity. 
This cavity, to oceaalooal Instances. ta lined by . 
Irrsfular nacrode fragment*. and. wban this 
occurs. theMjunor la most fraquantly a squa¬ 
mous call cmrdtopma. Much more fraquantly. 
however. t|#%a^1y la lined by a dirty gray 
mambr*na.JadictUflg a secondary inf action. 
Tha abaceaS cavities art aaaliy distinguishable 
from tha ttiggtr ^vttlaa for they ere Unad by a 
pyogenic membrahe and shew no tumor tlsauo 
within thai#^|l 

of the wall l^Uta) 
the cavity! will 


OecsatofeWy a branch of tha pulmonary air. 
ary may bauwtoid by tha tumor, and erosion 
if tha wall ^tatajf^ttry as It llaa ln tha lumen of 
ha cavity !wflf“result to a fatal hamorrhaga. 
?h£§ occuiii to from t Si to sea of carcinomas of 
ggg^rostthi^and m most such cases tha tumor 
s of the scfuamous call type. 

~ Cbncocntotot^wtih tha obatrucliva changes, in 
lha lumani of Ihf bronchus are tha inflamma¬ 
tory chsn|if^%h develop to portions of the 
tuny tsufunch^gjfc- peripheral to the occlusion. 
These cha^tfis are usually limited lo the seg¬ 
ment supplied by tha Invotvad bronchus, but 
with tha dxiinstoo of tha tumor into edloining 
proximal .branches other segments will also 
show toeirrelhdsry changes. Occasionally, 
tbs tunmr ofjMtolt order bronchus may extend 
to tha brdndhui of an sdidning lobe, and with 
obemctiats^yp^be wdl also develop an exten¬ 
sive secondary Infection. 

Peripheral cancan of the lung showing no 
•vidaoct of bronchial involvement probe biv 
have an entirely different causa, for thev have 
not been directly related lo exposure by inhala¬ 
tion of carcinogenic agents. These peripheral 
types of bronchial caret nomas offer the great¬ 
est diagnostic difficulties. They are of variable 
size, usually 2.0 to 10.0 cm. and their Origin can 
seldom be traced to a bronchus. Sometimes the 
tumor lies completely within the lung paren¬ 
chyma and is an incidental finding si sutopsv. 


It may. however, extend to involve the overly* 
log pleura and sometimes may extend Into the 
adjoining chest wall: If U la located in tha su- 
•pallor and medial aspect of the lobes, it may 
.-extend Into tha mediastinum to involve the pari. 
CMdium and the myocardium of tha heart 

Two types of carcinoma which occur pe¬ 
ripherally are the bronchioloalveolar card no¬ 
mas and tha scar cancers. 

The bronchioloalveolar carcinomas or al¬ 
veolar call carcinomas are sometimes clas¬ 
sified among tha adenocarcinomas. They may 
appear as an isolated nodule, a# multiple nod¬ 
ules, or as a diffusa pneumonic lesion. Their 
peripheral position, probable raultlcentiie 
origin, relatively benign histologic appearance, 
and frequent failure to metastasize sat them 
apart from tha bronchogenic carcinomas.** It is 
p robs bis that tha lesion is of soma duration 
before li becomes clinically manifest Since 
there is no ulceration or obstruction of ma|or 
bronchi, there la no atelectasis or obstructive 
pneumonitis: in many instances lha first tyrap- * 
tom is that of dyspnea which results whan 
massiva amounts of lung parenchyma are in-' 
volvad. The pleura overlying tha lesion is 
thickened, and fibrous adhesions usually par¬ 
tially dr complately obliterate tha pleural 
Space, At least 80** of the cases are bilateral 
whan first seen, or evidence of spread to tha 
other lung is seen soon thereafter. 

'Microscopically these tumors appear as a 
single layer of regular, tail pals mucus-pro. 
ducing cells slong lha -thin stroma of the air 
spaces. Mitosis it rarely found. The appear, 
a nee can be to banigh that the term "adeno¬ 
ma losis*’ has bean used. However, to other 
forms, the tumor may consist of a proliferation 
of less regular calls which protrude into the 
lumens in papillary formations of cuboidal 
ceils. Mitosis is still rarely seen. Mucus is usu¬ 
ally present to soma degree, often to large 
Amounts. Sometimes the alveoli are filled with 
cell masses. Patches of atypical epithelium ma v 
abut directly on epithelium lining normal brorw 
chiotea. and it appears that the tumor cells are 
localised about bronchioles, suggesting that the 
columnar or cuboidal epithelial calls of these 
structures are the source of neoplastic tissue 
which then grows out upon the supporting in¬ 
teralveolar septa. Alternatively, the alveolar 
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calls themselves have bMn proposed at the 
source of the neoplastic tissue. 

M«UiL«aii occurs In mors (turn half of tha 
cases and. of these. tha bronchial or tracheal 
lymph nodes only are Involved In about half of 
the cases. In those with distant metastasos the 
brain alone may be Involved, or malaatates 
may be widespread with involvement of the 
liver, renal lymph nodes, kidneys. adrenals, 
and pericardium. Both profnosis and treatment 
are affected by the widespread nature of the 
ieetoa before it becomes clinically evident. 

Cancers arising ln the region of scars wars 
first described by Friedrich In 1039 end then 
by Rossis in Lft43|S&cethen a number of caaee 
have been reportjgd endure referred to as scar 
cancer.These tumors usually artsa in the 
peripheral portlt^^g* lung and are moat 
frequently found In the upper lobes, particular- 
ty in epical segn|^|^0b meet the criteria of 
scar csncsr the tumor hordering the scar must 
be located beyond l&bvnehus. end the bron¬ 
chus leading tow<|$d thetumor must be traced 
Ho rule out e broctchiel origin. The tumor Is seen 
as InipriUlng the peripheral tone of the scar ; 
tissue:,Kvhidi v ii ..lea show its origin at^a 
he^le^^^ercultlii'toeMS or as a heeled or 
het^n^ Harct hfi^iS^mes the cause of ths 
scar Is no longe^dl tj^cn lble, Although other 
histologic types fegwr been associated with 
scars, these Is s pnspppderanee of adenocar- 
clnotnaa which n^'be nyuetn secrating (Figure 
tU Suggested ca&sesohhe cancer at the scar 
site include the ttrritltiVp effects of a chronic 
Inflammatory process. r-.\ more likely, the trap¬ 
ping of caranogefl# Wdis fib re tic tissue. 

In the iMigbb4rig$^of infarcts ths re is a 
proliferation of tha brobehioLar and alveolar 
epithelium which becomes multilayered, and 
often groups of efveotar tells bulge Into the eh 
voott This proliferative response may arise at 
several points at the border of tha infarct: pre¬ 
sumed causa include anoxemia, regeneration, 
and tha effects of Irritative substances liber¬ 
ated at the site of necrosis—necrohormones, 
i Epithelial proliferation msy be regirded as a 
- preeanctroui alteration which may gradually 
undergo malignant transforms lion. The fre¬ 
quent occurrence of columnar epithelium in an 
adenocarcinoma suggests a bronchiole r origin, 
and it is well documented that in chronic 



figure It. As adenocarcinoma occurs at the 
periphery of this scar 4 a the long f« 40>. _ 

disease processes within ths lung the alveoli 
may be lined with columnar or cuboldal ceils 
which have extended from the bronchioles to 
line the adjacent alveoli. 

Me tastas is, both local and distant, may oc- 
cur. 4iwj. as with the other peripherally occur¬ 
ring tumors, the metastatic lesion may be the 
first Indies Hon of the presence of the tumor. 

CLASSIFICATION ACCORDING TO 
' KISTOLOCtC TYPE 

Carcinomas of the lung are also classified ac¬ 
cording ;to their predominant histologic type. 
This method is useful for comparing the inci¬ 
dence of different types of tumor in different 
hofpitsls. in different geographical areas, and 
underdlfrerant environmental conditions. 1 " For 
example. among uranium miners who smoke 
and who developed lung cancer there is a pre¬ 
ponderance of cates of small cell carcinoma, in 
contrast to the more frequently encountered 
squamous cell carcinoma among smokers in the 
general population. Likewise among workers 
exposed to cmms who developed lung cancer, 
there appeared to be e preponderance of small 
cell carcinoma. Among the lung cancan which 
developed in worksra who inhaled vinyl chlo¬ 
ride. a greeter proportion appeared to be of the 
undifferentiated giant cell type. The reasons 
for these differences is unknown. It has been 
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rat!**tad that ths greater the intensity of the 
eirdoonulc intuit* tho more undiffsrentlsled 
will bo «ny carcinoma which dtvtlopo. 

Histologic dasalflcalion Is also usafulin in* 
diet Bn* prognosis and tho tffectlvon#** of 
treatment, whtlhtr chemotherapy. irradiation., 
surgery. or combinations of Ihesa {Ttblt it 
WeU-dirferao dated epidermoid carcinoma* 

(squamous) at a group appaar to grow tnor* 
■lowly and thow distant matt* la tea lota fra* 
qu tatty than small call card nomat. they land 
to trow to a larger aita and may thow eaten- 
tivo central necrosis. Smalt call carcinoma* 
(oat ealil tend ,tp:- matattatisa early and exlen- 
atvaiy. tj -,j> t small tumor may show.extensive 
mataiUse* la many organs. In general, adeno* 
carcinowae :; fall between thata groups In 
««vrth rate end axiam of matestaeaa. Bxian- 
iura. ehaat wall, and scalene 
.pro frequent in ihla iypo. 
j metas taxes occurs a* a roautl of 
land blood stream dlssamina* 
Jy small turnon may result in 
flistasas but sometimes turnon 
^slse without producing remote 
I. common, and usually tho 
i of metastasis of tho pulmonary 


Table 




i flea don of Lung Cancer by 
Cali Typo ^ * 



1. Squamcwe*sll earolnoipas 

11: jftfKly differentiated tpearl fomstionl 
IZ: ^pdaraUly differentialad (Intercellular 

differentia ted 

2 . Small call carc ino ma * 

, structure (oe l cell carcinoma) 

call structure 


- 31; Adaar 

32i Papillary, bronchioler. or bronchiolo¬ 
alveolar 

33: Poorly differentiated 

4. Large cell undlfferentieted carcinomas 
41: WUh fiant cells 

42: Without giant ceils 

5. All mixed (combined) carcinomas most com* 
manly adenosquamous but any variety of 
mixed epithelial carcinoma*, 


• tumon la in the regional lymph nodes, which 
become involved In over DOH of lha cases. In 
order of frequency, the next moat common sites 

.. ere lha brain, distant lymph node*, and lha 
liver. However, the adrenals, bones, and kid* 
neya are frequently involved. A question Arises 
regarding the frequency of occurrence In ob¬ 
served sites of metsstases because the tabu¬ 
lation is dependent upon the extent or the au¬ 
topsy performed. Small sites may easily be 
missed In large organs, and often a site may be 
only e fortuitous finding on a microscopic slid*. 
Organs such as bona are not regularly exam¬ 
ined extensively for metastatic lesions, and 
often limits are set in tha permission granted 
for autopsy. 

Under controlled conditions of cigarette 
smoking in the animal experiments, w* were 
a bio to test tha effects on dogi of various levels 
of tar and nicotine in tha cigarettes smoked. 
We found that with lower levels cellular all*ra¬ 
tion* ware diminished. Results from this study 
led to a comparative study of lungs from pop- 
sons who had smoked and had died in the peri¬ 
od 1970-1977.* Cigarettes available in tho later 
time period contain markedly lower levels of 

• tar and nicotine than cigarettes avnilahin be¬ 
fore I960, so regardless of brands smoked, 
those who continued lo smoke must have used 

. milder cignrelltw. A decrease in the degree of 
changes was noiod cormspondinx to the results 
already noted In the epithelium from the lungs 
of tha do** who had smoked low tar and nico¬ 
tine cigarnllns.. Epidemiologic studies .show a 
' decline in the incidenco oi lung canenr.*** Tho 
reasons are presently unknown but the studv 
riled above may indicate a contributing 
factor. A 
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SCAR CANCip OF THE LUNC 

Increase fJvvrM £l Year Period. 


This miterial auy be 

prOt««Ud ei^yrtjht 

Uw dfell ttXJ.S. Coflei. 


Oscar Aukkiiach, MD,* LaavkkncI: GakFinkki., MA.+ and Vkrta R. Parks. BSt 


In a review of 1,186 cate* of Iur( cancer found among 7,629 auiopsied caset 
over a 21 year period a lout of 82 peripheral tan cert related to tear* were found,' 
constituting 1% of the autoptied cafes and 7% of the lung tumor*. 15% of all 
lung tumor* were peripheral (v*. -bronchogenic) and the percenlare rote from 
lets than 7 In the time period of 1955 to l$50 tO a little more than 25 In the 1970 
to 1976 lime period. 65% of alt peripheral lung cancer* originated in* tear. Lest 
than 2% of all lung cancers were found associated with scars in the 1955 through 
1959 time period. This increased to nearly 16% In the 1970 through 1975 time 
period. 72% of the tear cancers wereiidenpcarcirtomat and 18% were of tqut- 
mou* cell type. The reit were large ceil undifferentiated carcinomas and none 
was oat cell or small cell type. Over three-quarters of these tear cancers were 
found in the upper lobes and more than half were related to infarcts. Less than 
a quarter were related to tuberculosis scars. No relationship was found between 
and scar cancer. 

Canctr 45:656-642, 1979. 
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R ecent a^0®^ ok trends in lung 
cancer death rates have shown that 
n great numbers of men 
quit smoking, the death 
anccr; continues to increase.* 
r the years, an apparent 
peers winch occur in the 
>r , nd whose origin is in no 
jor bronchi which may ac- 
c increase. Since the 
ternture by Friedrich in 
mg carcinomas arising 
s', there has been a num- 
thesc cancers as a sepa* 
| cancers. Re|XM‘ts 
indicate that mstu.yv*car cancers have been clas- 


t.r 



sifted as adenocarcinomas or bronchioloalveo¬ 
lar carcinomas and it is tumors of this type 
which most frequently occur if lung cancer 
develops in a nonsmoker. Therefore, it 
seemed worthwhile to determine whether 
there has been a real increase in the number of 
peripheral lung cancers and of scar cancers 
during recent years. A study was designed to 
review all cases autopsied at the Veterans Ad- 
minifjttratiort Hospital, East Orange, New 
jersey over a period of 21 years to determine 
ihc Sxicm and patterns of all lung card nomas 
associated with scars. 


Materials and Methods 
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in the 21 year period. 1955 through 1975, 
there was a total of 7,629 autopsies at the 
Veterans Administration Hospital. East 
Orange. New Jersey, comprising 56.2% of all 
deaths. The percent of deaths iri which an 
autopsy was performed declined over the 
years. It was 72% in 1955-1959; 64%, in 
J960-I964: 35% in 1965-1969; and 41% 
in 1970-1975. 

All autopsy protocols from January 1955-.to 
January 1976 were reviewed and all cases in 
which lung cancer was listed in the final com¬ 
bined diagnosis were chosen for the study. 
TIurst: were routinely performed autopsies 
and rio significant change in procedure was 
made over the years. All cases were included 

in the same manner regardless of tumor size, 

19 7? 
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tijipi^er or not the lun|g|jp|$^r~was the cause 
•fQIlltih a** 1 ! whether tjrnut ^he lung cancer 
ItSa Wen diagnosed autopsy. IT a 

Sllp^8|nsis of lung cancer jkvits made t>r sus- 
i»tsctcd during file. pei’ilipPfFin<»rc thomtigh 
ej^Htynaiion of the lungs would have liccn 
ifmtp&i autopsy but none of the cases was part 
ti.f'iiny special study at the time of autopsy. 
I^^iways possible that there should have 
iKjRo aclditittoal cases. Some small sites of lung 
clm^V ipay ntiss detection at autopsy. Autopsy 

ciUPfUhvhich a lung or pari of u Jung had 
been previously removed surgically I'm lung 
can.cer .were included and stifles from the 
surgical specimen were examined in die same 
manner as the other cases. 

Many of the cases had been included in 
previous studies of changes in bronchia! 
epithelium in relation to smoking habits**^ or 
ol histologic type of cancer in relation to sites 
ol metastasis and smoking halms, 1 hut all cases 
in which lung canter was inc luded its pai l of 
the fitial diagnosis were included iu thv pres* 


cm study even if no smoking, occupational or 
residence history had (seen obtained. 

t-ung cancer was found in 1186 cases 
(Ifi.fttt of all autopsies). All histologic sections 
prepared from die lung in these cases (usually 
S to 10 or more) were reviewed to determine 
the presence or absence of a scar associated 
with the tumor, the etiology of the scar and 
any other findings of significance. 

fn a true hyalin scar the etiology is no longer 
discemahle. However, often there tire areas in 
the scar which give evidence of its origin. If 
caused by an infarct; former structure of the 
lung parenchyma may he still apparent within 
the scar. Jfcaused by tuitcrculosis, a central 
zone of necrotic tissue with calcium present 
may he found and there may lie a residue of 
tuiHrmtlous gramdadou tissue. Klemcms of 
jmtuulninaiH may (>c present within scars and 
till* fissociaiinii svitli uMiestosis is indicated by 
the presence of aslwstos I todies. 

-from die autopsy protocols all pertinent de¬ 
tails were recorded. Smoking, residence and 
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occupational histories obtained liinn previews 
studies .were also recorded along with the fol¬ 
lowing items: site of tamer whether a periph¬ 
eral tumor or one of bronrhial origin, lobe, 
size of tumor, histologic iy|>c, presence or ab- 
sense of scar, f^tc origin of the scar as indicated 
by the presetii^^^ a iuIhtcuUws focus, a 
healed or hcapl^ imsu ci, a healed abscess nr a 
granuloma anjJ associated findings such as 
evidence of p^nckjE-ripg of (lie pleura, silicotic 
foci and chol^|g||g||‘lefis. Also recorded was 
age at death, the relationship of ihe lung can¬ 
cer to the cau^^y^ath of die individual and 
the sites of inotJwwic's of the tumor. Some 
tumors were lnciac«|tal findings at autopsy, 
some were dti^^^|e cause of death, others 
were the cause Jif death hut the tliagnosis 
wns|®i®8jr onlpii^liSopsy Ixxause only symp- 
torn^^m i nggxi nctastaiif sites were most 
c^r^u^nd lltiilly^he presence of sonic of 
the tumors hut death was caused 


some were dit^^p^e cause of death, others 
were the cause Jif death hut the tliagnosis 
wnspPSb onlJiiiliB^ipsy liecause only symp- 
lom^^pm Li tesxi nctastaiic sites were most 
c^r^u^nd l huiTty . :the presence of sonic of 
die tumors w;^Flmmti hut death was caused 
by other facto®^^g|| 

Although soibe^m'Cst ignmrs have proposed 
that peripheryl^tini<t rs developing on the 
basis of chronp^pufe^onaiy. lilirosis and of a 
diffuse imerstiaial-fibrtisis are also "scar can- 
ccrs. ,,,# - M t he criteria dset! here for the diagno¬ 
sis of “scar ca^KK^^fe essentially those tie- 
scrilietl hy Fyic dri ch. 11 /.*■.. a peripherally 
located tumorli^i^TOi evidence of bronchial 


origin occurring around true hyalinizcd scar 
lissue (Fig. i). Further morphological char- 
ancristics as outlined hy Friedrich arc: I) 
usually thickening and often puckering of the 
pleura overlying the tumor; 2) frequent 
dc|Hisitioit of amhracolir pigment and clefts 
indicating accumulation of cholesterol crystals 
in the star; 3) an often necrotic zone in the 
t enter of the tumor immediately surrounding 
I he scar in which frequently amhracoiic pig¬ 
ment and cholesterol clefts arc likewise found. 

Histologically the tumors were typed ac¬ 
cording to die modified WHO system used in 
the previous study. 1 * * * 5 The typing was assigned 
front the most differentiated areas of the 
tumor. Bronchioloalveolar tumors were clas¬ 
sified as well-differentiated adenocarcinomas. 

Rksui.is 

There was a total of 82 cancers occurring in 
the periphery of the lung which was associated 
with a scar. 'Fable 1 shows the number and 
pfm-iii of peripheral lung cancer and the 
iHtmlier and percent associated with a scar by 
year autopsy was performed. Fifteen percent 
<»f all lung cancers were peripheral and the 
percentage ruse from the 1955- 1959 period 
to the 11170-1975 |>criod. Scar cancers were 
found in 1.89t of all lung cancers in 1955- 
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1959: 2.1C{ in I960-1964; 7.83 in I4BM- 
1969; and 15.93 in 1970-1975. I oriy-five 
percent ..I all {tcHplieial lung c;ttuv» origin 
Hilled in ;i sc itr and 683 nl all peripheral lu 
aimers in the 1970-1975 period develnixd 
f a round tears, 

k^A#cmKarcinoni;isi con.siiiuie 253 nl' die. 

Tlwql cancers round in this study and 523 ol' 
r these occurred peripherally (Table 2). Most id 
pifiiiSlyar cancer* were classified as adenocar- 
kx‘i nomas (59 of 82): 15 were s(|tiammis cell. 
.-g^iUp! 11 of these beingjiiily slightly differ- 
nMfacd and 4 I wing iin)dbgg|cly well .diller- 
Pw^ed, and 8 were fiSPffc ti-ll tarcintniias, 
i^.' AUlim ieh II eases (4.13) td^tite peripheral 


'1’ahi.i. ). Kittling) til S<nn Asmm iutcil with 
idiiijf (!ar<iihMii;< 


f Tung^mccr* were u;« ?c< 
^in<r||as (classificaiiou 2jP 
psE^Pt. Sc;ir cancers coir 
Ita^MM^ careinomas id' ilieP 
- peripheral adcnocareiggi 
Table 2. 

''Table 3 slums that 5^ 
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were involved almost equally and to- 

i-y contained 76.8% of liiesc tumors 

C4). 

^16 of the 183 peripheral lung cancer 


cases a smoking and occupational history was 
obtained. One of these was a 46-year-old man 
who never smoked regularly, in that case a 
large cell undifferentiated carcinoma de- 
vcio|K’d around a scar caused by an infarct. 
Anunig the smokers the ]>ercem of peripheral 
lung cancer,casc\s with a scar showed no in¬ 
crease with the amount id cigarette smoking. 
Among the I 16 cases 463 of those who 
smoked less than I pack: 453 of the 1 pack a 
day smokers, and 383 of the 2 pack a clay 
smokers had a scar cancer. 

l : he Subjects were classified into S broad oc¬ 
cupationalgroups: blue collar workers in in¬ 
dustries where there probably was exposure to 
dust, fumes or ^vapors ol various sorts; blue 
isillar worker* witti probably no sufch expo¬ 
sure; and white collar workers. The percent oT 
peripheral lung cancers with scars was 
54.1%. 45.2% and 44.4%, respectively. The 
difference Ireiween groups was not sta¬ 
tistically significant (x* *» 1.03, d.f. * p 
> .50), Masons, painters and dye and chemi¬ 
cal workers appeared to have very high per¬ 
centage of tumors with scars but there were 
too few Workers in each of these groups to be 
certain. 

The subjects with peripheral lung cancer 
were also divided into 3 groups of approxi¬ 
mately equal numbers according to age at 
death: <56; 56-65; 66 and over. There 
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s^tAvno relationship death to the per- 

ccni^viih svsy^nceryjytmjears t lint the mean 
at dea^TOnhe'rarawr victims has dc- 
MM&scci sojSH$&at foj^i^ch of llie year group* 
ings, bu^lpgssjiy bc fetxMk& iion ui'a younger 

S ;rans population tfomin^oauiop.'.y in later 
rs. The mean agipailllSfuli of those with 
> ■ cancer for the 1 $65-1969 |>criod is 65 
^njf for the 1970—11g$ifi?fi<Kl is 59. 
^Smoking and occlfmVrtinl histories were 
^available for 830 of dTe f i86 lung cancers in 
e th% 21 year pcritxit and Jeparatc analyses 
made of the pfifpMltms with scars by 
^gliunt of smnkin|g y: ..broa d occupational 
s jrgiip. aiul by age at owpnvlAs in the analysis 
^pPperiphcral lung cfowl gc^ iio increase with 
^iarette smoking was observed. Scar cancer 
found in 6.o9t of the less than 1 pack, 
of the 1-2 pack and 6.6% of the 2 + 
^•acj; groups. 

is^mong the 183 peripheral lung cancers, 
jatisf. were the underlying cause of death al- 
jfjifiitgh not all were diagnosed before autopsy. 
Th 32 eases the lung cancer was not the under¬ 
lying cause of death; of ihcse 17 were not even 
suspected before autopsy. Sears were present 
in 43.8% of the 151 peripheral lung cancers 
that were the underlying cause of death. In 
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mans with tars by 
gij^ad occupational 
n^As in the analysis 

S 'no increase with 
ved. Scar cancer 


those in which it was not the underlying cause 
of death scars were present in 459t. 

In our previous paper on lung cancer we 
presented data on sites <»r metastases accord¬ 
ing to histologic type. 1 Table 5 presents the 
sites •of metastases according to whether the 
primary tumor arosc.in the periphery of the 
lung or in the bronchi. Motustases to most sites 
were proportionally greater for die broncho¬ 
genic than For the peripheral carcinomas. Al¬ 
though there were slightly’fewer metastases 
among the scar related tumors the pattern of 
organ metastasis ditl not vary greatly from the 
other peripheraf tumors. The most common 
sites of metastasis of the peripheral tumors 
were regional lymph nodes, adrenals, liver, 
brain, lame and distal lymph nodes in that 
order. Metastases to the diaphragm, intestine, 
stomach and pituitary were more frequent for 
the peripheral than non|>cripheral cancers. 

Discussion 

Friedrich" and Rdssle 1 " were the first to 
re|K»rl a series of pulmonary carcinomas 
which went: found closely associated with 
previously Conned lung scars and established 
"scar cancer” as a separate entity among lung 
tumor*, both of these men believed dial it 







U'Kt) Scar C\SCVM Aurrbarh rt at. 


was most likely that the itmff 

scan were of tuberculous <>N^n; w|iraqj(« 4n 

some cases !( was not possible <<i tttftcji rmmcfthe 

cause of the scar. From their description it is 

generally accepted that many of the cases were 
adenocarcinomas. 

In 1954 Ludcrs and Theme!" reported 
on a study of2,032 autopsies, over a 51 month 
period ending in September 1953; in which a 
systematic search was made for scar cancers. 
They found 74 cases of lung cancer (4%) and 
in this group there were 21 cases of scar can¬ 
cer (24%). Most of the scars were of tubercu¬ 
lous origin but some were caused by infarcts. 
Over one-third of the lung cancers occurred 
peripherally and they stated that tin over¬ 
whelming number were adenocarcinomas. 
Many were described as alveolar carcinomas 
They made Mic point that if the possibility 
of a periphenj$}^^£| tumor was kept con¬ 
stantly in mind when autopsies were done 
there might bes-mari^nore cases available for- 


study. Some 
cidental finding 
lous finding pji 
Conversely, m£n 
the site of oqpi 
longer be dete|| 
sive destruction^ 
of theMynay 
subsequently iffy 
chi, ll^^eadir^ 


pheral tumors are an in¬ 
ti Sometimes only a fonui- 

S grroscopic examination. 

yestigators have fell that 
of a large tumor can no 
mwd because of the exten- 
Tttbg tissue and that many 
Aciginated peripheral))' but 
feef and obliterated bron- 
■ the diagnosis of bronchial 


We recognise thc-Jimitaiious imposed by 
these factors irc^l&p&$cnl study. Some small 
tumors could haV^* f bcen missed and some 
tumors ciassifie^f bfonchiai carcinomas may 
have originated" pefi^icntlly. 

In addition t£> Cftfc^e.. reports of tuberculosis 
or infarcts as dyecaus^S of the scar, there have 
been a few rep&$$Pfh which a scar resulting 
from trauma (fbaaiff b body such as bullet, 
knife blade or r gf4naqe splinters). or a rup¬ 


tured abscess, 


it related to the car¬ 


cinoma.* Chronic infection and chronic bron¬ 
chiectasis have also been reported as causes of 
scar formation." " 

Fischer" reported finding a greatly thick¬ 
ened fibrotic pleura in cases of chronic pneu¬ 
monia with foci of carcinoma in the pleural 
shears and Raeburn and Spencer" reported on 
12 cases of scar cancer chosen from a larger 
collection to demonstrate that the etiology of 
the scars may be various and that the resulting 
carcinomatous response is due to chronic tis¬ 
sue damage. 


Some IihestigHlors believe that cancers 
MiHsihff in aMiitlSlittit.wJih chronic interstitial 

"■ fibrosis. rcg*r<n<>«» of lu cause. should prop- 

'Vcriy i«) considered a* scar cancers since it 
seems probable that the same factors operate 

'.. in the development of the carcinomas.” 
There have been a number of reports in the 
literature (largely from European and British 
sources) in which the percent of scar cancers 
found have varied considerably 1 ■ i • M •* , but 
.comparatively few reports of scar cancer in 
the literature have come from the United 
' Stales.*-** 4 * Among the factors influencingthe 
percent found are: I) the number of cases stud- 
■' icd and the proportion of cases that are surgical 
specimens, 2) classification of scars (inclusion 
as scar cancel's those which arise in associa¬ 
tion with chronic interstitial fibrosis, 3) 
whether the scar cancers are shown as a per¬ 
centage of alt lung cancer, alt adenocar¬ 
cinomas or all peripheral cancers. Hackl." 
in his review of the literature, reports the per¬ 
centage ranges from 3% to 35%. 

Our study is drawn from a population of 
male veterans which have come to autopsy and 
ourcriteria for “scar cancer” excluded alt cases 
except those showing -a definite hyalinized 
scar. There were four scar-associated tumors 
among 220 cases of pulmonary carcinoma in 
the earliest years covered by this study(1953— 
1959) which is a less than 2% incidence. This 
figure is far lower than the incidence reported 
in sonic of the European and British studies. 
During the period 1955-1964 we found 11 
scar cancers among 557 autopsied cases show¬ 
ing pulmonary carcinoma thus giving an inci¬ 
dence of a little above 2%, a figure which ap¬ 
proximates that found by Bennett cl «/.* 

In our study more than half of the scars are 
related to infarcts and less than a quarter to 
tuberculosis. In the others the scar etiology 
could not be determined. More than three- 
quarters of the scar cancers were found in the 
upper lobes of the lungs. Because of the large 
number of scars caused by infarcts and the 
greater tendency for these to occur in the 
lower lol>cs, it could have been expected that 
greater numliers of the scar cancers would be 
found in the lower lohes but ihis was notitie 
case. In their review of the literature Yokoo 
rt at..** reported that 39 of 56 scar cancers oc¬ 
curred iii the upper lobes and that 5 of the 8 
descrilsed of their own involved the upper 
lolies. All of the 21 cases reported by Chad- 
huri* were found in the upper lobes. 

We do not know whether or not the in- 


to 
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circle in xc«> cancer of the lung oW'such h HitlUTtl hut nil her u 

year wriml j*ihc iWlcMtofl#,»rf-'Wilir:«c|um«H«u« cdi ami 

scarring in the lung over fiili period, t.l is jpos- JitUMirttilrtSftmiiHS over ilie year* includvd in 


Hitt i'InR in the lung over tltix period ,1.1 is pos¬ 
sible ihm more of the easel coming toautopsy 

in the later years include pontons who had 

survived earlier infarcts or tuberculosis thus 
affording opportunity for healing and scar 
formation in which cancer subsequently dc-' 
veloped. Also, we do not know whether or n<rt 
scars have become more susceptible to cancer 
formation. 


the study, with a continuing greater per¬ 
centage being squamous ceil carcinomas. It 
seems probable that the continuing increase in 

lung cancer death rales in national daut re¬ 
flect, at least in pan. an increase in scar can¬ 
cers during a period of time when we should 
expect a modest decrease in death rates be- 


A . . . cause of the great numiters of people who 

<An interesting sidelight from our study in- ha ^ quit winking. 

vo>, a recent pubh canon by Vmoent W e/.»» ^ <lf lhc reason* oltcred Tor this con- 

Xb^y report a marked increase tn the number in -.™ has lv-en .be so railed Vn. 


adenocarcinomas in proportion to the 
f num ber of squamous cell carcinomas in the 
PUM* patients who were diagnosed as pul- 
mopary carcinoma at Roswell Park during llu 
Jtag^ht 1963 to I97^ v juch that adenocar- 
L.Jta ma, excluding br^g^|olo<i|veolar car- 
P sS tWmilmas. is now the m^nreqUent ly seen Form 
WgfeBulmomry carcinoma'll Roswell Park 
■ Atejporial Institute. ! ’*’**" | 

■m ^ Jr own data draw^kt^tutopsy material 


One of the reasons olTcrcd for this con¬ 
tinued increase has (seen the so called “co¬ 
hort effect *‘ l * This analysts showed that each 
5-ycar age group hud a higher percentage of 
cigarette smokers than those yenr-of-birth 
groups that were 5 years older. Therefore, 
lung cancer rates by attained ages continued 
in rise, even though-many people quit smok¬ 
ing. But ihere is also some evidence of » de¬ 
crease in the lung earner mortality trends in 
the younger 5-ycar attained age groups,* 1 
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The Changing Pattern of Lung Carcinoma 

Oscar Auerbach, MD,* and Lawrence Garfinkei. MAt 
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SO! cjiei of lung carcinoma from a period in which there was a 
range la tobacco-smoking habits, a dramatic shift la the histologic type 
jf the lung tumors was observed. Peripheral tumors, found in 30.7% of 
Is occurring before 187a. were found in 42% of the carcinomas from 
The corresponding decrease In the centrally originating bronchial 
carcimtc?'* was from 68.3% to 57ii%. The greatest change in histologic cancer type 
was thAfctfcS&icidence of bronch|^H^rolar carcinoma more than doubled from 
9.3% ip the earlier period to 20,Hi> percent in the 19B6*to*1989 period. 
Correspdhdiriil to the decreesing^h^dedce of lung carcinoma, there is a decrease in 
cancers relaj^d to cigarette s mo is ng. A-Study of cases of lung carcinoma among 


nonsn^QK^t and former smokedi showed a decreased incidence of the 
bronc£S£jii^| cancers and an cancer occurring in the peripheral lung 

parenchyma. This finding should be validated In other population-based studies, 
and if confirmed, new studies should be undertaken in an attempt to discover the 
factors (hat play a role in the deve!,',:.»*ent of such cancers. As an example, viral 
oncogendg^Bsylbe a natjtt llltr. were suggested In. the pest as being related 

to the deveioipment of tome of tumor types. Cancer 68:1873-1977,1981. 




mas arising in the'peripheral parenchyma 
ng with no bronchjgiin^vement may have 
than bronchogepcxsidnomas: they have 
ed directly to expdsure to tobacco smoking 



agents. Over sev- 
tng trends in the 
omt of the lung. 

of adenocarci- 
type. Adenocar* 


other known carcit 
stigators reports 
: histologic types| 

Sdicating a relative 
i with the squar 
cinomafsiiSfeassodaied less directly with tobacco use or 
any othdtgkubwn carcinogens. However, adenocarcinoma 
is also iKS lupg tumor type that is often not bronchogenic 
but devifpi in the peripheral parenchyma of the lung. 
We observed; an increased incidence of carcinomas arising 
in the of the lung compared with bronchogenic 

tumors of all types. 

Primary peripheral lung tumors ate those (1) that arise 
in the lung parenchyma beyond the bronchi where there 
is no association with any bronchus and (2) for which the 
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possibility of being metastatic from a primary tumor else¬ 
where in the body has been excluded. Their appearance 
is similar to other primary epithelial tumors. Most do not 
have early symptoms and they are not diagnosed readily. 
They may be diagnosed after an incidental radiographic 
finding or an incidental finding at autopsy. Some appear 
to grow slowly. They are of variable size, usually with a 
diameter of 2 to 10 cm. but they tend to be multiccntric. 
and if not bilateral when first discovered, they often be¬ 
come so shortly after. Because ulceration or obstruction 
of the major bronchi does not occur, neither atelectasis 
nor obstructive pneumonitis are features. Bronchoscopic 
findings are usually negative. 

In many instances the first symptoms may be dyspnea 
because large amounts oflung parenchyma are involved. 
Some tumors may have originated peripherally but have 
spread so extensively before discovery that their over¬ 
growth has invaded and obliterated bronchi, thus leading 
to a misdiagnosis of bronchial carcinoma. The tumor may 
extend to involve the overlying pleura and chest wall, but 
often the pleural changes are noncancerous and are a re¬ 
action to the inflammatory process in the underlying lung 
parenchyma. 

Sometimes the first manifestations of these tumors are 
. signs of metastasis: this occurs in approximately one half 
of patients. If the tumor is in the superior or medial aspect 
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of the lobe, it may extend into the mediastinum to involve 
the pericardium and the myocardium oril may be carried 
to the bronchial and mediastinal lymph nodes and remote 
organs. In some cases the brain alone is involved, or me- 
testasis may be widespread with involvement of the ad¬ 
renal glands, bone, liver, kidney, and remote lymph nodes. 

Many of the same histologic cell patterns were identified 
in the peripheral tumors as in bronchogenic tumors. Fod 
of adenocarcinoma (and occasionally the squamous cell 
ot; large |e!l type) were observed. Many of these tumors > 
arfbroirchioioaiveolar carcinoma, and most of the others 
were found associated with scars. Among the scar cancers. 
acJtefiaiSilsdnomas predominate. v ' 


v °» 4t 




Bronchioloalveolar Carcinomas 



tumors have been t 
since their first d 
They were variouijy tftsi 
iia. bronchiolar 
^pulmonary adenoi 

; well-differentiai 
of multiplicity of nomenda 1 
the relative incidence over 
fereij^fve&igatois. In 1960 
as ' ^‘ 
uscsfthtS term t 
ing traits: 

oduiar form (i.e., si 
as a 

croscopically. they apj 
II proliferation tl 




of much study over 
n by Malassez 1 and 
nated as carcinoma 
alveolar cell card- 
metimes they were 
^carcinomas. Because 
difficult to assess 
as reported by dif- 
describcd this entity 
recommended the 
tumors with the follow- 
inomas found as an 
I iotitary tumors 4 cm in 
form, or as diffuse 
as a tall columnar or 


llsjhe adjoining alveoli, 
ing into a papillary formation. The cells may rest 
“ma of the distal aiir spacc| and project into the 
a saw-toothed 
a. the interstitial [frami 
r septa appear in 
rcas, but it is usu. 

SSSKSfSSS.... 

lar ei 


papillary, or 


e underlying lung 
ork of the lung and 
cus may be present 
ty or absent in the 
itheiial types. Some 


he cells, both of the nuclei and the cytoplasm 
resent, and the nuclei are hyperchromatic. In 
brms, the cells are more often cuboida] and 
ntic or bizarre. Mitosis is rare, and alia are 

it studies of the ultrastruaure of the involved 
tumor cells identified spedfic characteristics of the bron¬ 
chiolar cells, the alveolar cells, and the Cara cells. 4 That 
use of the general term "bronchioloalveolar carcinoma" 
may be accepted for all these tumors and may reflect the 
fact that both the bronchiolar and alveolar epithelial cells 
arise embryologically from the same stein cell. Bjt&fctown 
into subcategories depending on spedfic ceil Identification 
was suggested to be useful in the treatment and prognosis' 
of these tumors, and such a study will be valuable. 


In the past, bronchioloalveolar carcinoma was a 

tiveiy uncommon type. Among the 28.092 lung cance, 
cases reported to the Surveillance, Epidemiology, and Em 
R esults Program of the National Cancer institute between 
107 and 1979 using a detailed breakdown of the histo- 
logic types, only 3.5% were recorded as bronchioloalveolar 
carcinoma. 5 in other series when bronchioloalveolar car. 
drtomi wis identified separately from adenocarcinomas, 
its incidence ranged from 1.1% to 6.5% of lung cancer 
cases*"" In one large series of 1118 lung cancers collected 
between 1961 and 1981 in Scotland, the proportion of 
bronchioloalveolar carcinoma was 1.6%. 12 

Scar Cancers 

Some peripheral lung carcinomas are found closely as¬ 
sociated with scar tissue. Cancers arising tn the region of 
scars were first described by Friedrich in 1939' 1 and Rossic 
in 1943." 

These tumors most frequently arise in the peripheral 
portions of the upper lobes, particularly in the apical seg¬ 
ment. Tumor cells infiltrate the edge of an irregular zone 
by hyalinized connective tissue. In the scar, an area of 
necrosis occurs in which remnants of the damaged lung 
parenchyma still may provide evidence of its former 
Structure! The tumor cells extend outward and sometimes 
are multilayered over the altered lung tissue which is fi- 
brotic.' Most frequently a gland formation is the pattern 
bccaoseadenccarcinomas predominate, but occasionally, 
the histologic type encountered may be squamous cells 
growing in sheets or a large cell tumor type. 

- The origin of the scar itself can be identified frequently 
as a healed tuberculous focus, as a healed or healing in- 
fa ret. or as a nontuberculotis granuloma, but sometimes 
the scar cause is not discernible (Fig. 1). Chronic infections 
and chronic bronchiectasis also were reported as causes 
of scar formation. 

An alternative theory of the origin of the scar, proposed 
by some investigators, is that the fibrosis is a tissue re¬ 
sponse to the tumor itself and therefore the result of that 
growth rather than its precursor. 15 -’* Scars identified as 
old tuberculous foci or as healed or healing infarcts would 
seem to indicate that, in these cases at least, the scar pre¬ 
cedes the carcinoma. 

In a study or 2032 autopsies. 21 of the 74 cases oflung 
carcinoma were associated with scars (29%).' 7 If the pos¬ 
sibility of a peripheral tumor was remembered when au¬ 
topsies were done, there might have been more cases 
available for study. 

In our study of 1186 lung cancer cases over a 2 1 -year 
. period, 82. scar cancers (6.9%) were found, and of these, 
71% wpfe adendcandnomas. 11 We did not classify any no 
scar cancer as bronchioloalveolar carcinoma because their 
growth occurred In altered lung parenchyma rather than 
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5}-yeir-old male former 
;ubercul«u previously 
>culous foci (calcified] jaS 
t* I tear cancer) (H & E*.s 


nok«; with a history of chronic 
fed With antituberculous drugs, 
unded by wefl-differeniiaicd ad- 


(H Sl E^priiina^inagnifionton x(00>. 

i s 


Fk>. 2. An 80-year-old male former smoker with roentgenographic 
evidence of consolidation in the right middle lower lobes. At the time 
of the autopsy, all lobes of both lungs were (tiled with tumor. The alveolar 
septa arc intact (Ba tumor) (H & E. original magnification x 1001. 


as InlgfHtplar-filtinE process us 
stitpP^ft^e as described for 
An increased incidence oPI 
years was observed by several 
State^^Vge came to the coinc 
an inep^gse in the pg®£>er ofigiS 
si u dyjwas/ u ndertake&»to tes|g 
showed aNrend.^ ri.X9.?9 we 
scar can^grs over'‘!fte‘period 
whff^|ine of the repone«|p 
enocare®$8ma might be related 
chioloSlveblar carcinoma. ^ 


pciated with intact inter- 
IPfUmors (Fig. 2). 
liS&arcinoma over the 
( *pygator* in the United 
usioh that there has been 
ripherai tumors, and this 

S * ir this observation 
rted an increase in 
d and questioned 
a maz ed incidence of ad* 
•scar cancer and bran* 


Materials .^ Methods 

Th^gssS&ccts of this study|lB®s$05 autopsied cases of 
lung from the Vetera agAzto inistfition Medical 

Ccr|^^^^ast Orange. New from a number 

or oihl^Jttispitals in the United Sta$H- The earliest cases 
were d ullh osed in the late 1960s, and most were collected 
betwei|n^73 and 1989. Patient ages ranged from 30 to 
85 yeapnA’ith the largest age group being 55 to 59 yean. 
There jj&er s 497 men and eight women. Sixty-nine percent 
were vvhrie . 26% black, and 5% other races. 

Thexa&jswerc reviewed, and the following information 
was exfh&Hei: lobe of lung involved; location, central or 
peripheral: presence or absence of scan bronchoscopy 
done, yes or no: results of bronchoscopy; smoking habits 
and amount smoked per day; and for ex-smokers, the 
number of yean since cessation of smoking. All lung slides 
prepared from the autopsy (range, four to ten per case) 
were reviewed. Surgical specimens y*re include ksofne 
cases, and the histologic diagnoses were established in¬ 
dependently. Diagnoses were made according to the cri¬ 
teria established in the World Health Organization clas¬ 


sification. Some habits were obtained from relatives or 
friends of the deceased. 

Results 

The location of the lung tumors is shown in Table 1. 
All oat cell carcinomas and “other" cell types and most 
of the squamous cell carcinomas were located centrally. 
The peripheral tumors were mostly adenocarcinomas and 
bronchioloalveolar tumors. Bronchioloalveolar carcinoma 
comprised 41.4% of all peripheral lung carcinomas. 

The histologic type of lung cancer by years of diagnosis 
is shown in Table 2. Squamous cell carcinoma comprised 
38.3% of the cases; oat cell carcinoma, adenocarcinoma. 



is?- a v 


FiC. 3. Bronchioloalveolar eancen as a percent of all lunj cancers by 
years of diagnosis. 
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Table I . 

Location of Lung Ctncer 


Table J 

Site of Origin of Lung Ctncer 


Type 

Central (%) 

Peripheral W 


Upper 

Middle 

Lower 

Main 






lobe 

lobe 

lobe 

branches 

Multiple 

Squamous cell 

Sl.S 

14.5 

Type 

(*) 


<<*>) 

(*> 

sue* f*, 

0*i cell 

18.4 








Adenocarcinoma 

2.1 

30.7 

Squamous cell 

41.1 

36.4 

38.3 

47.6 

13.5 

Large cell . 

11.7 

13.4 

Obi ceil 

10.S 

12.1 

10.2 

40.5 


Bronchioloalveolar 

_ 

41.4 

Adenocarcinoma 

16.1 

3.0 

6.1 



Other types* 

15.6 

mem 

Large ceil 

15.4 

15.2 

11.2 

4.8 

1.9 

Tgttl A 

100.0 

100.0 

Bronchioloalveolar 

6.1 

9.1 

11.2 

_ 

82.7 

No,t>r pttieisu 

336 

179 

Other typo 

9.6 

24.2 

12.2 

7.1 

1.9 

w.. 



Subgroups 






include carcinoid, mucoepidermoid, cylindroma, and 

Peripheral tumors 

67.5 

21.2 

33.7 

— 

92.3 

papilloma. 



Central turnon 

32.5 

78.8 

66.3 

100.0 

7.7 




Total 

100.0 

100.0 

100.0 

100.0 

100.0 




No. of patterns 

280 

33 

98 

42 

52 


11 carcinoma were each about 12%. Other types 
bronchial carcinoids, mucoepidermoid card- 



. and papi 



ether amounted to 


loalvcolar carcin^lru^wls the tumor with the 
iest frequency in t hi* series— 14.7%. Squamous 
raa decreased from 40.9% of cases diagnosed 
8 to 36.8% of th^lig#in 1978 to 1981 to 
33.9% of the cases diagnosed hstl&aEto 1985. In the years 
1986 ,to 1989 it rose again to 43.1%. Oat celt carcinoma 



14.8% to 9.8^ 
bf more^an on 
:fore 8-1 

3ronchioroi§veol 
bled from 9.I%##H^% to 
198^^4 latter figure is th 
we h^pien reported in an 
Tabt# 3i$hows the site of 
differ^ii^istologic types. Sq 




arge celt carcinoma 
m 19.9% in cases 
6 to 1989. The per- 
noma more than tlou- 
o 20.3% in 1986 to 
for this cancer that 
Fig. 3). 

lung carcinoma by 
cell and oat cell car*. 



d to occur more frequently in main branches 


in upper lobes than 
if carcinoma tends 
ing in multiple sites 

of lung carcinoma 


by smojkjng habits. Those who smoked cigarettes until 


Histologic Type of Lung Ctncer by Years of Diagnosis 


inoma. more frequent! 

Bronchi' 
most 

hiotalveolar (82. 
shows the 



Tout 

(4) 

Before 

1971 

(91 

I97g-|9»1 

(41 

1912.1915 

<41 

n 

Type 

Never 

smoked 

<%) 

Pipe/ctgar 

(%) 

Lurrtm 

cigircuc 

smoker 

(*) 

Ex-cigare 
smoker (' 

Squtmout ceil 

38.3 

40.9 

34.1 

33.9 

43.1 

Squamous cel! 


33.3 

459 

13.5 

o»i ceil 

11.9 

14 1 

14.3 

IP 

98 

Oat cell 

— 

— 

.15.4 

2.0 

Adenocarcinoma 

12.7 

10.2 

12.1 

17.0 

11.4 

Adenocarcinoma 

30.0 

20.0 

8 5 

25.2 

Ljrtecrll 

12.3 

IL0 

M.I 

19 

8 1 

Large cell 

10.0 

13.3 

13.0 

9.7 

B ronchiotoaJ yroUr 

14.7 

91 

(2.7 

16.1 

20.3 

Bronchioloalveolar 

50.0 

33.3 

98 

26.2 

Other types 

101 

to 

9.3 

16.1 

t.y 

Other tyoes 

10.0 

— 

7.4 

21.4 

Subgroups 

Peripheral turnon 

3J4 

307 

29.7 

at.i 

42.) 

Subgroups 
-Peripheral turnon 

90.0 

60.0 

23.1 

71.8 

Central turnon 

b*t 

69.3 

70.3 

58.9 

577 

Central tumors 

10.0 

40.0 

76 9 

28.2 

Total 

1000 

1000 

100.0 

100.0 

100.0 

Total 

100.0 

100.0 

100.0 

100.0 

No of patients 

iOS 

II 

112 

112 

123 

No. of patients 

10 

15 

377 

103 


- . 1 

_ i 


their last fatal illness were classified as “current smokers." 
Nine of the ten nbnsmokerc and nine of the 15 pipe and 
cigar smokers (60%) who never smoked cigarettes had 
peripheral tumors. Only 23.1% of the cancers in current 
smokers were peripheral, but 71.8% of the ex-cigarette 
smokers had peripheral cancers. The current cigarette 
smokers showed either squamous cell or oat cell carci¬ 
noma most frequently. In more than one half of the cx- 
cigarene smokers, the tumor types were either adenocar¬ 
cinoma or bronchioloalveolar carcinoma, and 21.4% of 
the tumors in ex-smokcrs were “other" types. 

Fifty-nine lung cancers developed around a scar. Sev. 
emy-six percent were found in upper lobes and 20.3%, in 
lower lobes. Fifty-three percent of the scar cancer cases 
occurred in current smokers, and 40.7% were in ex-smok¬ 
ers. The comparable figures for nonscar cancers were 
77.6% and 17.7%. Thirty-five percent of the cases in the 
current study were located peripherally, more than double 
the percentage reported in a large series of cases from the 
Veterans Hospital (East Orange. NJ) from an earlier pe¬ 
riod. 1955 to 1975 (Table 5). Nearly double the percent 
with scar was found (l 1.7% versus 6.9%). A smaller per¬ 
centage of peripheral cases was scar cancer in this study 


Table 4. Histologic Type of Lu ng Cancer by Smoking Habits 
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No. 9 Changing Pattern Of LUNO CA Auerbach and Oarfinktl 1977 

i». w . ,'r**, . , . 


Tables. Number arid Percent of Peripheral tnO Scar Cancer 



Current series 

VA series 
I95S-19U 

No. of lung cancers 

SOS 

1186 

No. of peripheral lung cancers 

179 

183 

No. with scar 

59 

82 

Percent peripheral of total 

3S.4 

15.4 

Percent scar of total 

11.7 

6.9 

Present sogr of peripheral 

33.0 

44.8 


ns Administration. 

in the previous series (44.8%). No oat cell 
carcinomas occurred peripherally, and none of the bron* 
ch^ai^lolar carcinomas v$s associated with a scar. 





4l ts indicate that: 
irticularly bronchfe 
of all lung carctnoms 
cajpa»as^ was found in 14.1 
the cases diagnosed from 


lung cancers in¬ 
ter carcinoma) as a 
Bronchioloalveolar 
I cases and 20.5% of 
. It does not appear 
to be,irdaied to smoking. These cases comprise less than 
10% of the tumors in curren 
«*» foft&sr ^rioket Wa3 % ini 
nonsmokert. Thi 
isolar carcinoma is 
in ore 

jkes. Rather it sh< 
id a smaller percen 




rs but include 26.1% 
id pipe smokers, and 
not indicate that bron- 
apt to develop after ceg- 
patient 
as smoking has de- 
ose with lung cancer 
jit smokers, fewer j^pnious cell and oat cell 
las may be seen. Chlftgcsiti the character of cig- 
ing smoked may alsobe a factor, 
ireinoma was reported to be increased in several 
i this study when bfSSimBloalveolar carcinoma 
sneers are excludet^^l^^carcinoma comprised 
of all cancers and showed little change over 
te of the reported iri$$lii&i$ incidence may reflect 
diffeisaiftps in the way of classifying bronchioloalveolar 
carcinoma and scar cancer cases. 

Soar cancer also appears to be less directly related to 
smoiSlil with fewer current smokers than in the entire 
stud^fcfetotal of 133 (26.3%) of all the lung cancers in 
thisM«d»#ere either bronchioloalveolar carcinoma or 


scar cancers, much higher than in other series of cases. 

Scariancers were related to infarcts, tuberculosis, or to 
other granulomas, but the cause of bronchioloalveolar 
carcinoma is still obscure and should be investigated fur* 
ther. 
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Subj: Seaborn Deposition 

•it©: 6/16/00 4:51:29 PM Central OayUght Time 

rfom: BubbaMartn 
To: tduncan@shb.com 

'Tom: See If you can bring several copies of the following artlole$,wfth you on Monday to our wort: session. These are articles 
that I have referred to in previous depositions, or testimony, and ^10 prtibabty rely on this Information In the Seaborn case - 
plaintiffs attorney wilt probably want a oopy of them and fhlne hgve too many underlines, etc. 

1 - Auertjach: Pathogenesis of Lung Canoer, OomprahensfveTber'spy ?: 11-21,1981 

2 - Auer&ach: ^car Canoer of the Lung, Canobr43.'636-G42, i0tt> 

3 - Auerfta^ifhe Changing Pattern of Lung Carcinoma, Canoer 88:1973-1977, 1981 

p- • 

Thanks. Ca jyfettouj have any questions. If Tm out-of-pocket, my pager Is 601-481-3199. 

See you Monday. 




wwMMir. <u*pup< it. aoo* 
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Subj. Rot Map to Martin House 

Date: 1/18/0011:4fc28ANTOeftlf] Standard Time 

Prom; TDUNCAN@shl?.ooro (Thomas A. Ounoan) 

6: BubbaMartn@aol.oom 

Worked great! 


tom 

»> <BubbaMartn@ad.com> 01/16/00 09:32AM »> 

Tom: HopqJhisgoes through. I tried to send FAX first, but it would not 
work. Let Jirne knpw how this turns out My e-mail address Is: 
bubbamartn@ed^com. See you and Mr Stuhan on Monday. 

IT' ■ 

Bubba Mai 
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.com 

Martin House 

.0 
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ib.eom> 



ng: quoted-printable 
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■ ... wmimmmm i i ! . 
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Arthur M. Martin, Jr., MD 
8320 Eagle Point* Drive 

Meridian, MS 3930^-9185 
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Subj: Map to Martin How 

Date: 1 / 18/00 d:32:13 AM Central Standard Time 

^rom: BubbaMartn 

x tduncan@shb.com 

File: Martin Map.jpg (76368 bytes) 

DL Time (49333 bps): < 1 minute 

Tom: Hope this goes through. I tried to send FAX first, but It would not work. Let me know how this turns out. My e-mail 
address is: bubbamartn@aol.com. See you and Mr Stuhan on Monday. 




TuMMftjmNnrwt 
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Arthur Martin, M.D. 
Meridian, MS 


Dr. Martin is a Board certified pathologist. He is received his medical degree from Duke 

I 

lity in 1961, and completed his Residency in Pathology at Duke University in 1965. Dr. 


4 s licensed to prac 



icine in Mississippi. 


. is attached. 


Martin will be offered as an expert in the fields of pathology and medicine as they relate 



to the role of a pathologis 


opmic 



i to the extent 




r. Martin will testi 


ers in 


^diagnosis of benign and malignant tumors. Dr. Martin will also offer 

i 

nosis of Mr. Seaborn's tumor and the bases for that diagnosis. Dr. 
gp to comment on matters raised in the testimony of the plaintiff s 


relate to his area of expertise. 


ding the techniques, procedures and criteria used by medical 


iose diseases, including cancer. Dr. Martin will testify that lung 


canc^^not one disease, and the term lung cancer is sometimes used to describe any one of several 

.... 

kinds of malignant tumors. It is Dr. Martin’s opinion that Mr. Seaborn’s lung tumor exhibits 
squahHiis and adenocarcinoma characteristics. Dr. Martin fUrther believes that Mr. Seaborn's cancer 


is a peripheral tumor, which is not as associated with smoking as is lung cancer arising centrally. 


Dr. Martin will testify that Mr. Seaborn has evidence of old granulomatous disease, which can 


cause lung scarring. Lung scarring is a risk factor for the development of peripheral lung cancer. It 





is Dr. Martin’s opinion that Mr. Seaborn has several risk factors for the development of lung cancer, 
including smoking, age and previous lung disease. For this reason, it is not possible to determine the 
cause of Mr. Seaborn’s cancer to a reasonable degree of medical certainty. However, Dr. Martin 

i • ■ • 

that the scarring in Mr. Seaborn’s lungs was the most important risk factor for the 
lent of his lung cancer. 

Summary of Gromdsfor Opinions 






r. Martin base&his opinions on his education, training and experience, his review of the 
scientific and medical rature reasonably relied upon by other members of his profession, 

pathologic materials, and other information about Mr. Seaborn. 


Mr. Seaborn’s medical r< 

hvv, 






http://legacy.library.ucsf.ed iS , tid/geq0ffp@Q/poJfw.inckjstrydocurrients.ucsf.edu/docs/fjhlOOO1 


52299 0839 





'osmow 




currmulum vxtae 


Namei Arthur Morrison Marcia, Jr. 

Data and November 26, 1934 

Plaee of BirchJ Savannah, Georgia 

Married - Jacquelyn Harris Martin 


0.S. Cleiean 
Male 


Soilages Davidson College, Davidson, N.C., 1952-1936, ft.S. Degree, cum laude. 
Sraduacoi Duke University, Durham, N.C., 1956—1958, and 1959—1961, M.D. Degree 
(Medical) 


POSITIONS HSIDs 


^iike Univers it y..pi& 
Duke Universit^Wl: 
Duke Onlvg8lc^te4i 
Duke UhlverslcjOj|w 
Walter Read 
Duke University Mad- 
'> (July. 1968#ep 

The Memoci|al Boa|it. 

§| Laboratories, 5 ,1.9 
P.G. Riley MenuJfijl 
Meridian Regional Mi 
sliuoh Hoepitel-Bhila: 
Rush Ho*pital-l|ftWtoi 
University of South 
SRuth Hos p ita 1—Mttrld 

Start service t NP 


iptain, Medici 


Sdlcal Canter, Research Fellow in Medicine, 1958-1969. 
filcal Center, Intern in Pathology, 1961-1962. 
edinal Canter, Refl&eat in Pathology, 1962-1965. 
fedical Center, Associate la Pathology, 1965-1966, 

KStituts of Research, Chief, Surgical Pathology, 1966-1968. 
edleal Canter, Assistant Professor of Pathology, 
tbhaf, 1969). 

Sagittal. Director of laboratories, .1969-1970- 
leal, Danyilie, VA, Resident is Pathology, 1970-1971. 
leal, Danville, VA, Staff Pathologist, 1970-1978. 
pSM Rush Foundation Hospital, Meridian, MS, Director of 
1919-1987r 'Activs Staff, 1978-present. 

Al Hospital, Meridian, MS, Courtesy Staff, 1980- 
,jS»splcal, Meridian, MS, Courtesy Staff, 1980^ 1988. 
lex. Sutler, AZ» Consulting Staff, 1980-1993. 
ton, Newton, MS, Consulting Staff, 1980-1994, 
thplabame, Clinical Asso. Profeaaor, Pathology, 1985- 
g^an, MS, Credentials Committee, 1986-; Chairman, 1995- 


?s, tr.s. Army, July, 1966 - July, 1968. 


VDEMIC AND PROFESSIONAL HONORS I 

S Bata Kappa; 1956. 
ha Omega Alpha, 1960. 

er Scholar, Davidson College, 1952-1956. 

USPHS post-eophoaore fellow, 1958-1959. 

USPHS post-doctoral fallow, 1961-1964* 

Research Fallow in Pathology, Duka University Medical Center, 1964-1965. 
Diplomnce t American Board of Pathology, 1966 PA, 1972 CP, 1975 RIF. 

USPHS Career Development Award, 1966. . 
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1966-1978. 


CtTRRXCtTLtTH VITAE 

T>r, Arthur K. Martin, Jr. 


P ROPE S SIOHaL SOCIETIES ! 

Collage of Anarloan P&chologlaee, 1970- 
Amerlcen Association of Pathologist* rad Bacteriologists, 

Sigma XI, 1964- 

Baavillt-Pittsylvania Academy of Madicine. 1970-1978; aac-ereas., 1971-1973. 
Virginia Society for Pathologist*• 1971-1978. 

' died Society of Virginia, 1971-1978, 

American Society of Clinical Pathologists, 1971- 
•slssippl Scat* Mediae! Association, .1978- 
st Mississippi Medical Society, 1978- 
Iri-State Pathology, 1979- 

esissippt Association of Pathologists, 1980- 
ericaa Medical Association,-1986- 


F" 





ME DUSAE LICENSURE ? 

:tlve! North Cefcoliiia, Mississippi, Alabama 




Lsocy Ccoffll 
Leal Pacult; 
s^ j| Program. (Medic 
^Rambar, Greets 


e Cancer Association, 1971-1977. 

,d Planning Coftmittae, 1974-1977. 
ry Committee. DanvAlls-Plttaylvanla Mantel Eaalth. 

1977. 

isherles Division, VPI 4 SC, 1974-1977. 

dian (MS) Junior Collage, Medical Laboratory Technician 
tractor),' Dental' Hygienist Program (Instructor), 1979- 
Chamber of Commerce, 1978- 




mbsr. Lauderdale, County Heart Aaeo., 1980- 


or co-authi 



scientific articles. 
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ARTHUR M. MARTIN, JR., M.O. 

Martin, A, M, f Jr., and Hackel, 6. B. The myocardium of the dog in 
: hemorrhagic shock. Lab, Invest . 1963. 12. 77. 

Martin, A. M., Jr., Hackel, 0* B., and Kurtz, S. M. The ultrastructure 
of zonal lesions of the myocardium In hemorrhagic shock. Am. J. 

Path. 1964, 4£, 187. 

Hackel, D.. B., Martin, A. M., Or.,-Spach, M., and Sleker, H. 0. 
Hemorrhagic shock in dogs; Relation of hemodynamic end metabolic 
changes -|pp$i6card1al lesions. Arch. Path . 1964. 77, 675. 

Martin, A.rMj.'^ackel, 0. 8., Spach, M. s., Capp, M. p., and Mikat, 

E. C1 ne*noio$ard 1 ogrephy in hemorrhagic shock. Am. Heart J. 

1965, egr 


Martin, A. 
study off 
hamorrhi 



Entman, M. 
Prevent1 
by prone 


r., and Hackel, 0. B. An electron microscopic 
rogresslon of myocardial lesions In the dog after 
ock. Lab. Invest . 1966, !§., 243. 

r., and.Kurtz, S. M, Cytomegalic inclusion 
ii Electron microscopic MsWhemleaJ study of the 
necropsy. Arch, Path . 1966, &, 27. 

ackel, 0. 8., Martin, A. M., Mikat, E., and Chang, J. 
myocardial lesions during hemorrhagic shock in dogs 
Arch. Path ; 1967, 83: 392-395. 



Martin, A.MWjr., Hackel, 0. B., Entman, M, L., Capp, M. P., and 5pach, 
M. S. the mechanism of myocardial lesions in hemorrhagic shock. 

Annals Acad Scl. 1969, 166 , 79-90. 

Entman. M.WfPlartln, A. M.. dr,, Mikat, £. M., Chang, J.H.T:, and 
Hackel, f^4Ey Phasic myocardial blood flow In hemorrhagic hypo- 
tenslons^sTflct -of beta sympathetic blockade. Am. J. Cardlo. 

1968, 21, 881-685. 

Simmons, ft. L., Oucker, T. 8,, Martin, A. M., Jr.., Collins, J. A., 
Anderson, R. W., and Hardaway, R. M.' Intrathecal endotoxin: Studies 
on the role of the central nervous system In septic shock. Surq. 

Forum. 1967, 18,, 12-14. 
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A.M. Martin, Jr. 
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Martin, A.M.# Jr,, "The 
Gllnieal M 
Hardaway, 



__ Of Clinical Shock" Chapter 18 in 

t’Surgical and Medical, by H.M. 


sms, Co., Springfield, HI., l? 68 . 


12 . 



Simmona, R.L., Ducker, It-,?*. Martin, A.M., Jr., Anderson, R.'/., and 
Noyes, H.E. The role of thecentral nervous system in septic shock. 
1. Pathologic changeS following intraventricular and intraeiatem&l 
exdotoxin in the flog. Annals of Suit . 1965, £67, 145-157. 

Soach, M.S., Martin, A.M.i flidbury, J.8., Jr., Hackel, D.B., and 
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IN THE CIRCUIT CQURT OF 
BARBOUR COUNTY, ALAS) AM, 
CLAYTON DIVISION 


RICHARD L. SEABORN, 
Plaintiff, 


brftef. REYNOLDS TOBACCO 
k. COMPANY, ct al.. 


Defendants 


CASE NO.: CV-96-0215 



NOTICE OF TJ 


>smoN 


PLEASE T 



$ On 


OTICE that on Tuesday, August 22, 2000, at 10:30 a.m., at a 


to be later determined, Plaintiff will take the 



tio^a^Arth^M^Martin, Jr., M.D., as an expert witness to be called at the trial 
case, upon oraTaxamination before an officer authorized by law to administer 
The deposith^w^l continue from day to day Until completed. You are invited to 


;nd and cross-examine the witness. 


The matte 


ich examination is required and the documents to be produced 


CZ3 1. Testimony and documents evidencing or relating to. any and all 
Sdocuments, correspondence, reports, medical reports, photographs, standards, charts, 
;;:*nemos or writings of any kind reviewed by said expert in preparing for this case. 

2. Testimony and documents Evidencing or relating to any and all 
documents, correspondence, reports, charts, memos, photographs, measurements, 






drawings, blueprints, video tapes, or writings of any kind that said expert has relied on in 

forming opinions and conclusions in this case. 

3. Testimony and documents relating to any and all opinions of said expert in 
this case, including any reports, memoranda, documents, notes and/or writings of any 
kihd whatsoever reflecting this export’s opinions in this case. 

4. Testimony and documents evidencing or relating to the said expert’s 
education, background, experience, qualifications and services, including, but not limi ted 


HBgfa copy of this ejj 


presume. 


1 5. 


Testimony and documents evidencing or relating to any and all lawsuits or 



s in which 


not be limited to, 





i'pWs: ^ acI 



jert’s file. 


7. Eac 



has been consulted and/or testified. This should include, but 


ie of the plaintiff, the name of the defendant, the court where the 

I 

ie civil action number. 

| 

every item of correspondence, memo or other document in this 


every memo, item of correspondence, document or any other 


sent from any^pf thejattomeys for the defendant to this expert. 



nsulting work in. 


i list of each and every lawsuit or case this expert has done any 
should include, but not be limited to, the attorney whom this 


expert was working for, civil action number, state and county in which the suit was filed 


a brief summary about the facts of the case. 

9. Testimony and documents evidencing or relating to all contracts or 


writings confirming deponents employment in this case. 



10. Testimony and doouments evidencing or relating to all reports, writings. 

memoranda, handwritten notes in any form, and any other notes deponent has made, 
whether handwritten or recorded by audio/visual means, related to this case. 

11. Testimony and documents evidencing or relating to all hour sheets or bills 


by |hi$ deponent and this deponent’s employees. 

12. Testimony and doouments evidencing or relating to all depositions or 
summaries of depositions provided to deponent for review in this case. 


13. Testir 


; and documents evidencing or relating to all articles written by 


inent on any is; 



15. All 


in deponent’s testimony. 


14. All prior depositions given by this deponent on similar issues. 


snts that you intend to utilize or testify about or to be offered 


ition in this case. 




R. GRAHAMESDALE (ESD002) 
Attorney for Plaintiff 


|| COUNSEL: 
j§ asley, Allen, Crow? 
®jMethvin, portis & Miles, P.C. 
r*bst Office Box 4160 
Silmtgomei'y, AL 36103-4160 
4) 269-2343 
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I hereby certify that I have served a copy of the foregoing document upon all 

counsel of record as listed below via facsimile and by placing a copy of same in the United 
States Mail, first class, postage prepaid on this the /*7 & day of August, 2000. 




Richard Stuhan 

Jones, Day, Reavis & Pooue 

North Point 

901 Lakeside Avenue 

Cleveland, OH 44114 


Horace Williams 
Post Office Box 896 
Eufaula,AL 36027 



■%§ 
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